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Three Obscure Causes of Female Infertility 


Josep/ Morr \ 


NEW 


Inferulity of unknown ctrology, “functronal 1s undoubtedly one ot 
the most difficult conditions to treat. When there are no definitive findings on routine 


examinations of the childless couple when there ts no apparent physical basis in 


either partner for inability to concerve then the prognosis ts poor 


Fortunately, the number of unknown factors contributing to intertlity has been 


reduced by continuous research during the past several decades. New tests, new 


procedures, and new drugs have been developed. Also, greater care 1s now taken in 


the performance of procedures and interpretation of findings. There are sall, how 


ever, Many aspects of reproduction that are not fully understood, and many cases 


of infertility must still be classified as “functional infertility 


In such cases, the cause of interality must be physiological or psychological or 


both. The cause ts apparently difficult to recognize because it does not present clear 


cut symptoms or consistent organic changes Three such obscure causes of infertility 


are discussed in this report. They are: (1) the psychogenic factor, (2) subclinical 


nutritional deficiency, and 3) mild endocrine imbalance. Although they may be 


intimately interrelated, these factors are considered separately here to simplify our 


approach to understanding the etiology and treatment. Special reference is made to 


the use of methamphetamine hydrochloride,* an injectable sympathomimetic agent, 


and hothyronine,t the new metabolism-regulating hormone 


THE PSYCHOGENIC FACTOR 


The effects of emotional impulses on the somatic system have been well described 
in a voluminous amount of medical and psychiatric literature. Psychogenic factors 


may produce infertility by causing physiological changes similar to those caused by 


endocrine dysfunction: for instance, the growth of ovarian follicles may be impaired, 


the specific chemical and physical properties of the cervix may be adversely altered, 


resulting in “hostile” cervical secretions; chronic cystic mastitis and premenstrual 


* The trade name of Abbott Laboratories for methamphetamine hydrochloride is Desoxyn hydrochlorid 


t The trade name of Smith, Kline & French Laboratories for Liothyronine is Cvtome! 


y 
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tension may occur. Disturbance of the uterine blood supply may cause amenorrhea 
or sterility, or so affect the endometrium as to create poor anchorage or poor nutrition 
tor the fertilized egg 

But perhaps the most apparent psychogenic effect in infertility is spasm at the 
uterotubal junction. Kroger and Freed! stated that “spasm of the smooth muscle ts 
one of the most common visceral responses to emotional tension" They suggested 
that the motor discharge of emotional tension causes uterotubal spasm, which pre 
vents fertilization by obstructing the passage of sperm 

Under fluoroscopy Rubin’ observed that tubal insufflation requires higher pressure 
to overcome the marked increase of spasm during premenstrual tension 

Stallworthy® postulated that uterine irritability is commonly diagnosed ecrrone 
ously as tubal occlusion. Sandler’ stated that 10 to 15 per cent of all cases of tubal 
occlusion are actually due to tubal spasm. Dunbar’ reported a case in which two 
successive Rubin tests revealed nonpatent tubes. A third Rubin test during anes 
thesia proved the tubes to be patent, indicating that nonpatency had been caused 
by spasm, not by organic occlusion. However, even anesthesia does not always re 
lieve the uterotubal spasm caused by emotional tension 

All these findings make diagnosis dithcult. It has been stated," while emo 
tional disturbances can and often do alter the function of the endocrine glands, the 
converse also holds true. Endocrine dysfunction can definitely influence the psy 
chologic factor and produce mental symptoms 

Psychogenic infertility 1s suspected or diagnosed when all possible organic factors 
are eliminated. The psychosomatic approach ts preferable even in the presence of 
organic physiopathology to avoid possible future depression or confusion for the 
patient should psychotherapy later be advisable. Anxiety, the most common basi 
cause, may arise from fear of pregnancy, rejection of the feminine role, reluctance to 
renounce a career, or hostility toward the husband. Fear of competition with the 
child, immacurity, subconscious avoidance of intercourse at ovulation are other 
subconscious contlicts of which the woman may be unaware. Emotional problems 
are not precluded by eagerness to conceive or disappointment over failure to conceive 

Psychotherapy, the treatment of choice tor psychogenic intertility, 1s not always 
acceptable to patients. The word has unfavorable connotations for some. Others 
lack insight, have butle up suthcrent defenses, or do not feel the need of analytical 
therapy. Moreover, complete release of chromic anxiety and tension may take 
many months 

Sometimes, merely secking medical treatment, renouncing a career, or adopting a 
baby permits the relaxation necessary to allow conception.’ However, most cases 
require more definite therapy that can be administered in the othice. 

Clinicians have Jong sought an effective antispasmodic and relaxing drug to re 
lieve the anxieties, tensions, and spasms in their infertile patients. Sedation with 
morphine, meperidine hydrochloride, or pentobarbital sodium has little clinical 
value in relieving tubal spasm.’ Endocrine therapy 1s usually unsatisfactory, al 
though steroid hormones occasionally abolish uterotubal spasm." Hypnotherapy 
has been of value in selected cases 
During the past decade the author has tried many preparations to alleviate ten- 
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sions and relieve uterotubal spasm in infertile women. In cases not responding to 


other Measures, intravenous methamphetamine hydrochloride has produced favor 
able results 

Methamphetamine hydrochloride, a water-soluble sympathomimetic agent, 1s 
similar in action, in some ways, to both ephedrine and amphetamine, It acts as a 
cortical stamulant to clevate the mood, combat fatigue, increase mental clarity, 
reheve tension and anxiety, improve efficiency, and increase the urge to work. Its 
best-known use has been to raise the blood pressure in patients with severe hypo 
tension or vasomotor collapse. Its greatest value in the treatment of psychogenic 
infertility seems to be in relieving anxiety, tension, and skeletal and smooth muscle 
spasm 

During the past four years over 30,000 intravenous injections of methamphetamine 
have been administered to more than 700 patients by the author and colleagues in 
various specialties, to abolish pain or spasm due to conditions such as peptic ulcer, 
gall bladder and renal colic, spastic colitis, premenstrual tension, dysmenorrhea, 
skeletal muscle pain, and tension headaches. This study will be presented elsewhere 

In the present study the effects of this drug were studied in 22 women who had 
been infertile for 1 to 14 years. The symptoms in these patients were anxiety, tension, 
hostility, and aggression. No patient had any apparent physical basis for infertility 
Tubal occlusion was present in 9 cases. Of these, 5 were obviously due to spasm 
In the other 4 1t was most difhcult to determine if the tubal occlusion was due to 
spasm or organic obstruction, The usual dosage of methamphetamine hydrochloride 
was § to 20 mg. by intravenous injection at weekly intervals for a period of 1 to 28 


months. 

During therapy, 14 of the 22 women conceived. The diagnosis and results are 
shown in table I. 

Urerotubal spasm was relieved in 6 of the 9 spastic cases. Responses included 
relief from tension and anxiety, clevation of mood, reduced fatigue, relief from 
tension headache, and relict from muscular pain in the neck and shoulders, cardio 


spasm, and visceral spasm 


TABLI 


fmphetamine in Prychoeente Fonale Infertility 
Results 
Marked relict 


Number of of anxiety Slight relict 


Diagnosis patients — Pregnancies and tension — of symptoms No change 


Urerotubal occlusion duc to spasm 5* 
Undifferentiated uterotubal occlusion 
Suspected psychogenic infertility 

without tubal occlusion 


Total 14 


* Intrauterine fetal death in seventh month of pregnancy in 1 case 
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Fic. 1. Uterosalpingogram showing a complete block. The margins at the cornua are smooth, indicating 
that the obstruction is not duc to organic abnormality but is probably duc to spasm 


The initial response to intravenous methamphetamine was generally a fecling of 
euphoria or buoyancy, preceded in some instances by a transient heady sensation or, 
less frequently, by mild palpitation or vertigo. In some very tense patients, the 
sudden abolition of tension caused spontancous crying for no apparent reason. Re 
lease of inhibition was characterized by overtalkativeness and a free flow of emo- 
tionally charged feelings. Some patients revealed the subconscious cause for their 


rejection of pregnancy. Patients experiencing no immediate change noted decreased 


fatigue and a general fecling of relaxation later in the day. Improvement of symptoms 
was excellent in 15 cases, slight in 3, and poor in 4. A typical case history is sum 
marized below 

CASE REPORT 


4.29 year old woman, physically well developed and psychologically mature, had been infertile for seven 
years. Kymoinsufflations with carbon dioxide gas indicated nonpatency of the tubes. Under oral or 
parenteral sedation, insufflations with pressures up to 200 mm. Hg were repeated over a period of thre 
months. Each time the pattern was typical of spastic nonpatency. Follow-up insufflations with oil and 
increased manual pressure failed to overcome spasm. Utcrosalpingograms showed a complete block duc 
to spasm at both utcrotubal junctions (hig. | 

One month later, the Rubin test Cwith carbon dioxide gas) was repeated. This time it was preceded 
by an intravenous injection of 20 mg. of methamphetamine hydrochloride. The tubes were readily patent, 
as confirmed by a sudden drop in pressure, by audible passage of gas over the adnexal arca, by subjective 
shoulder pain in vertical position, and by visualization of subphrenic pncumoperitoncum during fluoroscopy 
Two days later the utcrosalpingograms were repeated after injection with methamphetamine hydro 
chloride and showed patency of the left tube (fig. 2 After the intravenous injection the patient talked 
compulsively and related that at the age of 17, she had been assaulted and raped. She had told her husband 
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ther relationshiy t ut his t he had not b 
thae th yperict had mad th motherhood After 


cccrving intravenous # methamphetamine hydrochlorid 


month he becam py tually bo t healthy child 


Side effects trom methamphetamine hydrochloride were observed in 4 of the 22 
patients studied Patients receiving a large dose or receiving an injection late in the 
day experienced insomnia. Two patients became restless, depressed, or apprehensive 
Adjustment of subsequent doses generally reduced side effects. No habituation was 
evident. 

The effects of the drug on blood pressure and pulse rate were paradoxical in some 
cases. There was a definite tendency toward increased blood pressure in hypo 


tensive patients, a transicnt tendency coward increase Normotensive patients 


Similarly, the pulse rate was quickened in some patients. However, in tdiopathi 


or essential hypertension and in functronal tachycardia on an emotional basis, the 


opposite tendency was noted; that ts, blood pressure and pulse rate rapidly decreased 


Fic. 2. Utcrosalpingogram made immediately after administration of intravenous methamphetamine 
Marked spasm first noted at both cornua, but with further pressurc the left cornu opens and the contrast 
medium passes through a normal left tube into the peritoneal cavity, On the right side the cornu remains 
closed. A small amount enters the periuterine venous plexus. The uterine cavity ts normal 
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toward normal atter intravenous injection of methamphetamine hydrochloride. The 
effects on endometrial abnormalities, irregular ovarian function, and cervical se- 


cretions were not determined. 

In many cases, relief from anxiety and tension lasted for increasingly longer periods 
with continued use of the drug. Probably, as the psychosomatic mechanism ts 
repeatedly disrupted, successively greater mental or somatic stress 1s required to re- 
establish it. Lengthy trial of oral and intramuscular forms of methamphetamine 
hydrochloride did not produce the same beneficial effects as did the intravenous form 


Reasons for this difference are not clear at this time 


NUTRITIONAL DEFICIENCY 


SUBCLINICAL 


A second obscure factor producing infertility is subclinical nutritional deticiency 
Various degrees of nutritional deficiency may indirectly produce disturbances in the 
metabolism of the sex hormones.'" |! An adequate intake of proteins and vitamin 
B complex is necessary for proper metabolic control of steroid hormones. In turn, 
normal hormonal metabolism is a prerequisite for conception. Biskind'’ postulated 
that a deficiency of vitamin B complex prevents inactivation of estrogens by the 
liver, thus constituting an etiological factor in menorrhagia, metrorrhagia, cystic 
mastitis, premenstrual tension, and infertility. He obtained good results in these 
conditions by administering vitamin B complex. Glass and Lazarus''! reported good 
results in the treatment of sterility and repeated abortion by prescribing steroid 


hormones and a dict high in proteins and vitamins 

Because maintenance of nutritional requirements Is necessary for reproduction, the 
possibility of subclinical nutritional deficiency exists in every case of functional in 
fertility. Patients should be questioned carefully about their dictary habits. Since 
nutritional requirements vary among patients, vitamins or a dict high in proteins 
and vitamins are advisable for a trial period in order to rule out subclinical nutritional 


deficiency. 


MILD ENDOCRINE IMBALANCI 


A third obscure tactor causing infertility is mild endocrine imbalance. Hormonal 
activities are measured by indirect means, such as endometrial biopsy, vaginal and 
cervical smears. hormonal assays of blood and urine, or basal metabolic rate. Since 
there is still no known way to recognize a healthy ovum, normal laboratory values 
do not preclude mild endocrine imbalance. Two relatively common types are 


metabolic insufficiency and estrogen-progesterone imbalance 

Metabolic Insufficiency. Women who have had all tangible factors corrected with 
out conceiving may have other less prominent factors causing their inferulity. One 
of these is related to thyroid function. For many years the empirical use of desiccated 
thyroid extract alone has been successful in many infertile couples with no demon 
strable thyroid dysfunction.'* '* On the other hand, some patients for whom 
thyroid therapy seems indicated do not respond favorably or cannot tolerate desic- 


15 


cated thyroid extract.'' 
This paradoxical situation was partly clarified by the discovery of 3/5'3' trt- 
iodothyronine by Gross and Pitt-Rivers'® in 1952. The L-isomer of tritodothy 
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romine, 
of L-thyroxine and differs from L-thryoxine by certain pharmacological effects 


Studies with this new hormone have clarified certain concepts regarding the mild 


metabolic disorder most commonly known as metabolic insullicrency, hypometabolic 
This condition 


hothyronine, has a bological activity three to tive times greater than chat 


syndrome, or nonmyxedematous or cuthyroid hypometabolism 
differs from hypothyroidism because 1¢ may exist with normal thyroid function as 


measured by serum protein-bound todine and ['"'! uptake tests 

In the normal individual, stress 1s transmitted to the hypothalamus, which stimu 
lates the anterior preurtary gland to secrete the thyroid-samulating hormone TSH 
This hormone stimulates the thyroid gland to produce thyroglobulin. L-Thyroxine, 
the principal constituent of thyroglobulin, ts then carried to the tissues by the blood 
Unul the discovery of lrothyronine, it was believed that L-thyroxine 


see figure 3 
Current evidence indicates that 


was the tssuc-active form of thyroid hormone 


tissue enzymes deiodinate L-thvroxine to lothvronine, which then stimulates 


OxVgen consumption 


. Stress is transmitted to HYPOTHALAMUS 


. Hypothalamus stimulates ANTERIOR 
PITUITARY 


. Anterior Pituitary secretes thytoid-stimulating 
hormone (TSH) 


. Thyroid gland produces thyroglobulin, the principal 
constituent of which is L-THYROXINE 


Louw permwability to 
L-thyroxtne or lack 

of comerston to 

-tritadot hyrontne 


. L-thyroxine is carried by blood stream = 
5. Coenzyme system deiodinates L-thyroxine iC 
to L-TRIODOTHYRONIN ) 
NORMAL TISSUES METABOLICALLY INSUFFICIENT 


. L-triiodothyronine stim ulate s JES 


OXYGEN CONSUMPTION 


NORMAL METABOLISM LOW METABOLISM 


leading to and following thyroglobulin production in persons with 


Fic. 3. Diagram illustrating stages 
105th meeting of 


normal and low metabolism Reprinted from a scientific exhibit by the author at the 


the American Medical Association, Chicago, June 11-15, 1956 
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In metabolic insuthciency L-thyroxine apparently 1s not converted to hothyroninc 
This may be because of decreased permeability of cellular membranes to L-thyroxine, 
inadequate delivery of thyroid products, or faulty conversion of L-thyroxine to lio 
thyronine within the tissue cells fig. 3). This metabolic dysfunction at the cellular 
level apparently provokes a variety of symptoms, depending on the cells, tissues, oF 
organs that are affected. In general, the symptoms and signs resemble those of mild 
hypothyroidism: fatigue, dryness of hair and skin, obesity, nervousness. facial 
putliness. brittleness of fingernails, and other manifestations of lowered metabolism 

Clinical experience with lothyronine in vartous metabolic disorders has been 
described.'* '? Of 9 women in whom the usual diagnostic tests disclosed no organi: 
reasons for infertility, treatment with lothyronine was followed by pregnancies in 
7. As of this writing, 4 of these 7 have borne healthy intants, 1 miscarried, and 2 
are in their lase trimester. In the remaining 2 patients menstrual irregularities and 
anovulatory cycles were corrected, 

All these cases were considered SPecitic metabolic disorders because the metabolic 
insufficiency was evidently particularly localized in the sex organs 

Kupperman ct al'* ascribe some cases of anovulatory infertility to hypometabolism, 
resulting from a defect in the conversion of L-thyroxine to liothyronine. He re 
ommends the use of liothyronine in such a condition 

Although further study ts required to establish a closer relationship, lothyronine 
is indicated when infertility 1s associated with metabolic insuthiciency. Even in 
some cases of persistent infertility without evidence of hypometabolism, a thera 
peutic trial may be warranted 

E-strogen-Progesterone Imbalance. Another form of hormonal imbalance without ab 
normal findings ts a relative excess of estrogen. In the late premenstrual phase, this 
excess may affect electrolyte metabolism, causing retention of extracellular fluid and 
producing edema and gain in body weight. Symptoms vary with the location of 
fluid retention 

The effect of excessive estrogen on carbohydrate metabolism is often outstanding 
It may increase glucose tolerance and produce a relative hypoglycemia. Weakness, 
fatigue, and anxiety may result. This disturbance in sugar metabolism has been . 
demonstrated in patients with premenstrual tension and cystic masts and in these 
patients with concomitant diabetes mellitus. Morton and McGavack*? reported 
such a case in which the endogenous estrogen fluctuations during the menstrual cycle 
markedly altered the patient's carbohydrate tolerance. With the onset of menstrual 
flow. when the estrogen secretion was low, this patient showed high sugar levels in 
the blood and urine, At mid-cycle, and especially premenstrually, when the estrogen 
secretion was high, the blood sugar dropped precipitously. If the insulin dosage 
was not drastically decreased at this time, the patient suffered insulin shock. Large, 


properly tamed doses of estrogen increased the patient's sugar tolerance, stabilized 
the marked fluctuations in blood sugar levels, and lowered the insulin requirement 
However, women vary in their sensitivity and response to estrogen, and extreme 


caution is warranted in interpreting diagnostic tests. 
Various agents have been used to prevent or neutralize the effects of a relative 
estrogenic excess on electrolyte and carbohydrate metabolism. Testosterone, pro- 
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gesterone, vitamin B complex, chorionic gonadotropin, roentgen-ray therapy, sale 
restriction, and diuretics have reportedly produced favorable results.'" Dila 
tion and curettage, or medical curettage produced by combined progesterone-tes 
tosterone therapy, usually bring only temporary benefit. Wedgelike resection of the 
polycystic ovary with muluple functional follicular cysts, advocated by Stein, 
has had some success 

Other steroid hormone therapy, such as small doses of estrogen throughout the 
evcle or cycle therapy with estrogen and progesterone, has produced some good 
results. However, the author has found this type of substitution therapy generally 
In hypo 


ineffective. In some cases chorionic gonadotropin has been beneficial 
metabolic patients with estrogen-progesterone imbalance, lrothyronine has been 
effective, Symptomatic relief of premenstrual mental and physical symptoms re 
sulting from estrogen-progesterone imbalance has been obtained by the adjuvant 
use of Pre-Mens* along with rational therapy such as a high-protein, low-sale dict 


with frequent feedings 
COMMENTS 


There are other causes of infertility that are hard to recognize. Some patients 
who are unable to conceive have no demonstrable nutritional deficiency, endocrine 
imbalance. psychological disturbance, or other diagnosable disorder. On the other 
hand, many patients with functional infertility have become pregnant without 
medical aid of any kind. Some patients with marked anxiety states or emotional 
conflicts are very prolific. Some women with poor nutrition and overt vitamin de 
ficiencies have one child after another. Some patients with estrogen-progesteronc 


deficiencies claim they feel their best during pregnancy 


SUMMARY 


Among the causes of infertility that are difficult to recognize, three obscure causes 
have been considered psychogenic, nutritional, and endocrine. Of these the 


psychogenic deserves increased attention from the nonpsychiatrist physician because 


the endocrine system of the reproductive apparatus is particularly responsive to 
mental and emotional stimuli 

Psychogenic infertility arises mainly from anxiety and may result in uterotubal 
spasm. Urterotubal spasm, anxiety, and tension were relieved by intravenous meth 
amphetamine hydrochloride, and 14 of 22 previously infertile women were able to 
conceive. A typical case history ts given 

Subclinical nutritional deficiency may cause infertility by disturbing the metab 
olism of sex hormones. Vitamin B complex and a high-protein diet are indicated in 
these cases 

Mild endocrine imbalance mav be characterized bv metabolic insuthicrency or 


estrogen-progesterone imbalance 
The trade name of The Purduc Frederick Co. for a combination of ammonium chloride, homatropi 


methylbromide, caffeine alkaloid, thiamine hydrochloride, riboflavin, pyridoxine hydro hloride, calcrum 


pinrothenate, and niacinamide is Pre-Men 
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Metabolic insuthciency apparently is caused by taulty conversion of L-thyroxine 
to lothyronine, the tssuc-active form of thyroid hormone. Treatment with lo 


thyronine promoted pregnancies in previously intertile women 
Estrogen-progesterone imbalance has been treated with a number of agents with 

limited success. Good results have been produced by testosterone, progesterone, 

liothyronine, or symptomatically by diuretics or combinations such as Pre-Mens and 


a high-protein, low-sale dict with frequent feedings 
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The Principle of Diaschisis* 


Its History, Its Nature, and Its General Significance 


Walther Riese, M.D. 


RICHMOND, VA 


Diaschisis holds a central postition in the entire work of Monakow.! There is no 
better way to evaluate this fundamental role than to trace the prehistory and the 
history of the concept of diaschisis. Such an historical analysis presupposes a precis¢ 
definition of diaschisis. In the firse edition of his Gehernparhologie,* published in 
1897, the term" diaschisis’’ ts not to be encountered as yet. But the second edition 
of the Gehirnpathologie 1905)" carries a chapter, though a small one, on ‘Shock and 
Diaschisis."" The years between 1897 and 1905 must have been decisive in Monakow’s 
life and thought, at least with regard to the clarification and formulation of one of 
his basic concepts. We learned, indeed, from Minkowski's biography! that during 
this period Monakow made discoveries that proved to be of greatest importance for 
his mature work, above all the refutation of Flechsig's once famous doctrine, accord- 
ing to which there 1s a sharp distinction between centers of projection and centers 
of association, through Monakow’s rejection of this assumption an avenue was 
opened for an interpretation of cerebral activity on a sole basis. In the same period 
Monakow introduced his genetic method (applied at first to the interpretation of 
malformations), he later used the method on the largest possible scale for the doc- 
trine of diaschisis and other phenomena. It is most significant that at the end of 
this period, in 1906, he addressed the Society of German Naturalists and Physicians 
on the subject Aphasia and Diaschisis.”’ 

Though it remains true that the term ‘‘diaschisis'’ was not used by Monakow tn 
the firse edition of his Gehirnpathologre, that of ‘remote effects’ did recur. But 
remote effects are rightly considered by Minkowski® and others as essential con- 
stituents of the concept of diaschisis. Interpreted as a remote effect, diaschisis emerges 
as a fragment of old historical knowledge of which Galen was already in full pos 
session. In his De loss affectis, Galen indeed opposed to the idiopathic or primary 
affections the sympathic or secondary ones. Remote effects never disappeared from 
the treasure of controlled medical thought. They were called forth for the last ume 
in the prehistory of diaschisis, by Brown-Scquard who used them as a significant 
argument against Charcot and the then rising doctrine of cerebral localization. At 
times, remote effects were embodied in the term and concept of ‘sympathy,’’ at 
times in those of “consensus partium. 

One is inclined to believe that the idea of the consensus as an indispensable con- 
stituent of the living organism was one of man’s carly thoughts, certainly, it must 
have entered man's mind no later than he made the auto-observation of the mutual 


* English version of a guest lecture delivered by the author to the Zurich Neurological Society on Aug 
28, 1957. The subject is also treated in the author's forthcoming History of Neurology (New York, MD 
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tclationship or interdependence of all parts as in disease or injury. Te will remain a 
question undecided torever whether man used the observation and idea of the inter 
relation of all parts of the universe as a model for that of the interrelation of all 
parts of his organism or, conversely, the latter as an intelligible interpretation of 
the former. The analogy drawn between the universe macrocosm) and the living 
organism (microcosm) ts almost as old as the history of human thought. Plato 
identified the untverse with one living body; Leonardo concetrved the earth as onc 
great animal. In ethics and in politics, the stoics were the first to advocate a unt 
versal consensus and cooperation of all men, ever since they have rightly been con 
sidered to be the carly proncers of cosmopolitanism and world citizenship. Those 
who were close to Monakow know how much he cherished similar ideas. It seems 
that a road, though dark indeed, leads trom here to diaschists and the intimate inter 
relation of all parts of the nervous system. In medical literature, the concept of 
sympathy can be traced back to a small, little known, and somewhat obscure Hip 


pocratic book (De Al:mento) that is believed to display traces of Herachitre phi 


losophy 

At first, sympathy and consensus were conceived as most general principles char 
acteristic of the living organism as a whole, but not related to one of its parts ex 
clusive of others. In the eighteenth century, Whyctt® was most anxious to save the 
nonmechanical nature of sympathy. Nevertheless, from the original concept of 
universal sympathy, the specifically nervous nature of consent emerged, left to the 
somatic nervous system by some, turned over to the visceral or sympathetic nervous 
system by others, With this new structural basis, the need was felt to determine 
more precisely the lines along which consent was operating, in other words, to give 
to consent or sympathy their neuroanatomical equipment. Henle’ was the first to 
outline a neuroanatomy of distance reaction. Taking into consideration the bast 
structural plan of the spinal cord, its composition of two symmetrical halves, the 
composition of cach of these halves of a posterior-sensory and an anterior-motor 
column as well as a central gray matter, Henle distinguished three types of consent 
according to direction: 1) The symmetrical consent between the nerves of the two 
halves of the body, 2) the ascendent and descendent consent restricted to the same 
column, sensory or motor, and (3) the consent traveling from the posterior and 
sensory to the anterior and motor columns. This was identified with Marshall Hall's 
reflex function 

Henle established the following general rules presiding over the sympathetic con 
nection between two organs: (1) Saumulation of A produces strmulation of Bo This 
was called by Henle sympathy or consensus proper. (2) Stimulation of A decreases 
stpmulation in Bor diminished stimulation of A increases stimulation in B. This was 
called antagonism. Evidently Henle here anticipated the “suppression” of con 
temporary experimental neurophysiology 34> Sumulation of A increases stamula 
tion in B. The increased activity of Bin its turn decreases the stimulation in A 
A transters its state to B. If this transference takes place in both directions it 1s 
called alternation 

In contrast to Henle’s neuroanatomical design of sympathy, Monakow’s dtaschisis 
was derived from neuropathological experiences 
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In his Gehirnpathologre’ 1897) an anticipation and first version of diaschisis can be 
discovered under the guise of the considerable pressure exerted on the opposite hem: 
sphere and called forth to explain ipsilateral hemiplegia. There seems but little 
doubt that here were the roots of the final concept of “diaschisis associativa’” ult 
mately deprived of the clement of pressure significant, however, of the preliminary 
version, pressure, indeed, 1s understood to have a more generalized cflect, whereas 
the effect of diaschisis 1s of a strictly regional nature. It remains truce, however, 
that in diaschisis associativa the opposite hemisphere is temporarily thrown out of 
function. That stage in the natural history of brain lesions which later was detined 
as ‘stage of initial symptoms” was anticipated in the Gehsrnpathologre as reaction 
pertod.”” Not only was flaccid hemiplegia here listed to become later the most 
conspicuous sign of diaschisis cerebrospinalis, hemiplegia again was explicitly de 
clared to result from distance reaction. That stage in the natural history of brain 
lesions which succeeded the stage of initial symptoms and which finally was to 
become embodied in the term and concept of the stage of residual symptoms was 
anticipated in the Gehirnpathologie as a stage of the chronic symptoms.” It ts truc 
that the restitutional processes immediately preceding the stage of residual symptoms 
were still traced back in the Gehernpathologre to the cessation of pressure, the re 
sorption of edema, and similar purely mechanical factors. But the classification of 
the restored motor functions, especially of the finger movements, which are the last 
ones to be regained in recovery from hemiplegia, definitely foreshadowed tntrinss 
cally and chronological tactors 

The principle of diaschisis or cerebral shock has great practical implications. By 
giving due consideration to the face that functional disorders may arise as remote 
effects, that 1s, from areas not involved directly in lesions, but only secondarily as 
reactions at a distance, errors in localization and regional diagnosis may be pre 
vented. Speech defects of right-handed persons may result trom lesions of the right 


hemisphere throwing out of function the left hemisphere as the result of cerebral 


shock or diaschisis, but as a rule, these effects of cerebral shock are transient. Thus, 


the question of cerebral localization has to be answered in a different way, accord 
ing to the two major stages of brain injuries and brain diseases those of initial or 
transient and those of residual or lasting symptoms 

Diaschisis ts a transience state of diminished or abolished function to which regions 
distant from the region primarily involved may be submitted. Thus, diaschists ts 
a remote effect, due to the interruption of pathways relating the distant parts to the 
part involved in a lesion 

It is to the sudden withdrawal of this source of excitations that diaschisis owes 
its paralytic character. The latter was strongly emphasized by Monakow, who madc 
the greatest effort to distinguish diaschisis from excitatory effects held by others 
Goltz, Charcot, Hitzig) responsible for transient focal signs and, according to these 
authors, believed to result from pathological changes in severed nerve fibers, dis 
integrating products of fibers undergoing secondary degeneration, and other factors. 
In contrast to these explanations, believed by Monakow to be purely hypothetical 
and lacking sufficient factual support, Monakow turned to the very simple and 
almost trivial evidence that through any lesion connections are severed, lines of 
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communication interrupted, and a unit broken up into its parts, one of its directing 
components being climinated. Two basic assumptions are implied in this inter- 
pretation of the effects of brain lesions, 1.¢ , that of a working unit ( Arbestskomplex 
and that of a directing component of this unit, this component precisely being de- 
ficient in brain lesions. The concept of cerebral activity as that of a working complex 
evidently merges into the concept of the consensus of the parts, diaschisis can thus 
be traced back to consensus as to its ultimate criterion. In fact, in the second edition 
of his Gehirnpathologe, Monakow admits of “several neuronal units | Newronenkom 
plexverband | serving a common function for which they are trained and in which they 
always cooperate simultaneously." The second basic assumption implied in Mona 
kow’s interpretation of the effects of brain lesions is the conception of cach cerebral 
structure as a source of excitations for cach other, again, this assumption ts implied 
in the idea of consensus. Indeed, if the parts of a living whole are supposed to co- 
operate successfully, cach part must be in reach of cach other, thts communication or 
information, well known in principle to the ancients, recurs in neurophysiology 
under the guise of excitation mediated by nerve fibers. Monakow did not believe 
in the existence of “inhibitory fibers’’ (1905),* he needed no more than the with- 
drawal of excitations for his explanation of functional disorders resulaing from 
diaschisis. Had he developed further the idea of direction and its climination in 
disease, he would have reached the jacksonian design of a hierarchical organization 
of the nervous system, that of an inhibition of lower levels by higher ones, and finally, 
that of an isolation of the latter from the former as the effect of trauma, experiment. 
or disease. The basic sign of disinhibition ts spastic paralysis with its associated 
signs. But Monakow was not inclined to hold the withdrawal of inhibition re 
sponsible for increased reflex activity abnormal tonus, and shortening of muscles 
Under the circumstances, he said, reflexes are present only as minor fragments, de 
prived of many of their higher components, above all, he also said, 1t 1s the orderly 
sequence of kinetic elements that ts disturbed. He confessed that his logical sense 
prevented him from speaking in terms of exaggeration in conditions involving, as 
he saw it, a state of minor functioning. The abnormal shortening, he concluded, 
implies a debasing clement, since muscles never reach their original contractile 
power after disrupture of the continuity of the brain substance. These conclusions, 
though little known and offered in a footnote, nevertheless seem of great scope, since 
they imply the principle of integration, according to which even the most elementary 
activity must be conceived as the result of the cooperation of all parts and working 
units, cach of them of equal importance for normal functioning. According to 
Monakow, symptoms result from the withdrawal of such units (1.¢., a negative 
factor) rather than from an exaggeration of persistent Components (1.c., a positive 
factor). At the stage of his work when he expounded these ideas, he was not pre 
pared to adopt the assumption of a compensation of lost activities by entirely new 
and as yet unaccomplished ones. It remains truce, however, that at a later stage 
Monakow repeatedly acknowledged that there was possibility of postgeneration at 
all levels. But the major part in restitution was left by him to the wearing off of 
diaschisis. 

Nevertheless, diaschisis is not entirely devoid of hierarchical, t.c., evolutionary, 
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factors. Those acaivities that are acquired carly in lite and are frequently repeated 
prove to be more resistant than those acquired late in life. This rule marks the 
selective effect of diaschisis. In other words, the effece of diaschisis ts not due to 
chance, but is in proportion to training and effort. In brief, the effects are in ac 
cordance with individual conditions. It seems to this writer that the influence of 
training and intentional effort marks a lamarckian clement in diaschisis. Thus can 
be explained the well-known fact that, as a rule, polyglots when affected by aphasia 
retain or regain first their native tongues after wearing off of diaschisis,® though the 
state of affairs ts here often much more complicated than the rule of Pitres would 
indicate, Evidently, the selective effects of diaschisis are of a most general and far 
reaching importance, indeed, they illustrate the face that intrinsically functional, 
bographical, and even psychological factors preside over the march of events in 
brain lesions and their appearances and regressions; considerations of a purely ana 
comical nature will be of no avail under the circumstances unless the absurd assumption 
is made that cach language has a center of its own. But even in making such an 
assumption one would still have to explain the preservation of the mother tongue by 
regional anatomical and pathological factors, which the apologist of the absurd 
assumption would be compelled to consider identical in the majority of Cases, since, 
generally speaking, the mother tongue still has proved to be the most resistant one 
Above all, room would have to be left in the brain for the learning of new languages 
and the formation of new centers for cach of them 

The doctrine of diaschists ts closely linked with that of chronogencous localization, 
which is one of the most significant constituents of Monakow’s entire work. Adopt- 
ing basic principles of Semon's Mneme.’ Monakow x wstulated the existence of central 
structures underlying the preservation and fixation of stimulations, but also the 
reproduction of mnemonic excitations.'! There 1s implied tn this assumption the idea 
of chronological layers of excitations. Diaschisis may interfere, at least temporarily, 
with the evocation of these chronological layers, thus becomes intelligible amnesia 
for chronologically circumscribed expertences. In his Lokalssation im Grosshirn, 
Monakow did not go further, but in his publication with Mourgue many years later 

1930), '" he called on the various instincts or driving forces and motivations as factors 
cooperating in the formation of those chronological layers of excitation, He be 
lieved these factors to be responsible for the labile nature of engrams and their 
dynamic structure according to differences from one individual to another and from 
one biographical stage to another of the same individual. It ts this evocation of 
chronological layers or chronologically tuned motivations that determines the range 
of the actual performances of an aphasic individual. At this point Monakow reached, 
at least ina sketchy fashion, the design of an analysis of aphasia on strictly individual 
grounds, this analysis precisely resting on the labile character of engrams and the 
selective effect of diaschisis; the latter may eliminate certain chronological layers 


and spare others, according to the constellation of the instinctive forces at work in 
each individual case. Monakow thus traced the effect of diaschisits back to often 
far remote life periods. He did not, however, extend its effects to the future, though 


in the last stage of his thought and his work he related diaschisis to the instincts, 
which from the very onset of their manifestations were endowed by him with pro 


PRINCIPLE OF DIASCHISIS Riese 


spective tendencies. One may, indeed, make the daring assumpuon that a brain 
injured individual is isolated not only from his past, but also trom his future and 
his posstbilities, this assumption being supported by Goldstein's ' observations 


and the strange shrinkage that the sphere of life and actton and thus the milicu ot 
brain-injured individuals undergo according to the same author. The uleamate 
reason for Monakow’s fatlure to extend concept and effect of diaschists to the future 
lics in the fact that he was reluctant ever to abandon his basic assumption of con 
comitant cerebral excitations and engrams, though only labile ones, with regard to 
the future, the brain remained to him a blank page. 

\ twofold amplification of the concept of diaschisis was introduced by Monakow 
Though it ts true that in principle diaschists ts a transient state, its passing away 
may be delayed, thus originates the concept of progressive diaschisis. Monakow 
mentions as delaying causes pathological and extratocal tactors. The pathological 
process may admit of a recovery of some functions but not of others. The same 
process may even facilitate new signs of diaschisis. Generally speaking, the morc 
resistant the spared cerebral substance 1s, the carlier diaschisis will be overcome, 
above all, in trauma, particularly in young persons. This writer, however, was 
impressed by an at least partial regression of an intcally complete aphasia in persons 
suffering strokes in their very old age. Others certainly must have made similar 
observations. This writer has in his possession the brain of a right-handed malc 
patient who, at the age of 79, suffered a stroke succeeded by mght hemiplegia and 
complete aphasia, the latter showed marked signs of regression in spite of an cx 
tensive focus of encephalomalacia found nine months after the stroke and involving 
the lett inferior parictal lobe and parts of the left temporal and insular lobes, both 
frontal lobes at the same time being atrophic and the cerebral vessels arterioscleroti 
Such observations do not speak in favor of the assumpuon that symmetrical parts of 
the other hemisphere or adjacent parts of the same hemisphere “take over” the 
functions lost. Be this as it may, Monakow was far from believing that parts of a 
severely and diffusely damaged senile brain could be credited with the accomplish 
ment of new tasks for which they were not prepared and tor which they could no 
longer be trained. It seems more intelligible to assume that a leston throws out of 
function, though only temporarily, proximate as well as remote cerebral structures, 
which regain their previous and habitual functions after a certain interval subject to 
individual variations. This 1s exactly the meaning of dtaschisis, which needs only a 
minimum of auxiliary hypotheses and uses a maximum of known factors, whereby 
it recommends itself as a principle in accordance with the law of the economy of 
mental effort 

The passing away of diaschists 1s rendered most dithcule in the event of multiple 
lesions. No instances have come to the writer's attention of discussion of the 1n- 
fluences that emotional and social factors may have on the passing away of diaschisis 
Since the regression of diaschisis represents a spontancous and curative effect requir- 
ing no training, it seems imperative to call on all factors that may precipitate or delay 
natural cure. The problem of diaschisis thus merges with that of recovery, a rare 
and new opportunity being left to the physician to study the structure of prognosis 
and to train himself in the art of prognosis little cultivated in a therapeutically 
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overheated me. The Greeks did not make diagnoses, '’* but they were masters ot 
prognosis, though the latter was sall a child of divination and prophecy 

Diaschisis owes its second amplification to the face that cerebral shock may result 
from lesions that do not have a sudden onset. It ts true that, as a rule dtaschisis 
succeeds sudden disruptures of the continuity of the brain substance, as in trauma 
and hemorrhage, at any rate, it was these lesions that provided the bulk of material 
tor the early and most thorough study of cerebral shock. Bue Monakow admitted 
also of a slowly creeping in diaschists.’ Again, he turned to the interruption of 


conductions as to the explanatory mechanism and repudiated circulatory influences 


or pressure as responstble factors. Should it be true that many of the exacerbations 


and remissions seen in chronic diseases of the nervous system owe their origins to 
diaschisis slowly creeping in and its regression? Monakow did not reach this con 
clusion, The writer was able to report on several observations! in which rapidly 
growing brain tumors led to an carly appearance of aphasia, whereas speech defects 
were cither absent or very late symptoms tn cases of long duration and slow de 
velopment, though the critical areas of speech were also affected in these cases, The 
writer made the assumption that many of the so-called negative cases of cerebral 
localization could thus be explained to satisfaction, giving full credit to the jack 
sonian momentum of lesions, t.¢., to the rapidity with which lestons develop, the 
writer ascribed to this chronological factor a significance at least equal to that of 
the regional onc 

In the last stage of his lite and work Monakow conceived the idea of © diaspasts, 
understood to complete that of diaschists. Though to the concept of diaspasts were 
not given the same recognition and diffusion assigned to diaschisis, at least-m Ger 
man-speaking countrics, diaspasis carries criteria that are of paramount importance 
and indispensable for the understanding of Monakow’'s work as a whole 

At the final stage of his life and work Monakow turned from purely instrumental 
to creative, formative, substreucional, and resticutional activities, brief, from 
finished life to life in action. Speaking in terms of his own biology, he turned from 
causality, orientation, intellect, and memory to instinct or will, or, in his own terms, 
to the ‘horme.”” Anatomically speaking. he turned from the solid structures to the 
fluid and mobile constituents of the organism. Historically speaking, he turned 
from the solido-phystological and solido-pathological interpretations of life phe 
nomena to humoral-physiological and humoral-pathological ones. Not only did he 
thus revive Galen traditions, he also anticipated, at least in principle, recent 
views, ¢.g., the thoroughly humoral-physiological theory of the transmission of the 
nerve impulse through the liberation of a chemical substance and its succeeding de 


* Diagnosis as it is understood and practiced in modern medicine culminates in the name of a given 
disease, the names of all known diseases being arranged in classifications. Hippocrates, though making 
the most careful and faithful descriptions of discases identified, named, and classified in later times, did not 
really reach diagnoses. This holds truc, above all, for those books of the Hippocratic collection that 
originated in the Cnidian school, cach disease was conceived as a self-sufficient reality and evaluated o 
its own ground, isolated from cach other variety. No effort was made to grasp and to stress features com 
mon to all of them and to integrate them tato a whole (sce Bourges How r, the school of Cos stros 


for safe differential diagnostic criteria Epidemts, Book | 
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struction through another chemical substance. Above all, it was the liquor cerebro 
spinalis secreted by the plexus into the ventricle to be slowly absorbed by the brain 
substance, which served him as a fortunate, that is, mobile and chronologically 
variable model for the chronological variations and remissions of mental diseases, 
which, according to Monakow, result from a tatlure or breakdown of that protective 
barrier the major constituents of which he identified with the plexus, the ependyma, 
and the mobile ghia. He thus transferred the ume factor, so significant of diaschisis, 
to diaspasis. The caretul reader of Monakow cannot escape the conclusion that he 
also ascribed to diaspasis the second essential criterton of diaschisis, t.¢., its remot 
effects. This he did in his interpretation of Speransky’s experimental freezing ot 
cortical areas. It 1s undeniable, Monakow said, ‘that under given conditions 
cortical lesions have their repercussions or distant effects on the choroid plexus.” 

Having reached the end of these interpretations of diaschisis, a tinal attempt will 
be made to assign to the basic principles of diaschisis their place in the structure 
and history of human thought. In the first place, these principles retlect the ever 
changing and mobile nature of cerebral activities and of man’s reactions to violent 
interventions, trauma, and disease. Neuroanatomists and neuropathologists often 
are in danger of letting themselves be overpowered by the stability and rigidity of 
the cerebral matter from which life has receded. More than one tract and nucleus 
carry Monakow’'s name. It certainly was a sign of unprejudiced thought and sc- 
entific courage that Monakow, in spite of his superior anatomical gift and achteve- 
ments, already in the carly years of his career reached the idea of cerebral matter as 
a dynamic process. 

The second signiticant and most general criterion of diaschisis is its historical or 
genetic clement, which, in a sense, is implied in the first one, 1.c., the dynamics of 
cerebral structure. Not only did Monakow never relinquish it, he made it an in 
tegral constituent of his doctrine of instincts. One might consider the emphasis 
laid by Monakow on the historical view of nature as a romantic constituent of his 
doctrine. Moreover, the darkness, in which the instincts display their effects at 
their initial stages, reminds the reader of that ‘darksome side of human nature’’ in 
the study and glorification of which the apologists of romanticism indulged. Not 
to be forgotten among the romantic clements in Monakow’s doctrine are: his almost 
religious adoration of nature, his belief in the living creature's striving for a life 
according to uncorrupted nature (again recalling stoic views), his willingness to 
acknowledge a nature judge, t.c.. the prestage of his syneidesis or biologically 
grounded moral conscience, and, finally, his conviction that the living being 1s 
destined to return and to merge into the’ world horme.’’ It thus becomes intelligible 
that at umes Monakow’s thought has been identified with Spinozism. 

But the historical and genetic clement so significant of Monakow’s entire work, 
and so obvious in diaschisis, 1s foreign to Spinozism. Conversely, the rational cle 
ment that distinguishes Spinozism ts encountered in Monakow’'s evolutionary desiga 
only at the last stage of the natural history of life, culminating in man’s conscious 
thought and reflection. Monakow never mentioned Darwinism. He did not con- 
ceive of the various species of life and natural activities as stages succeeding cach 
other in the march of time, one species leaving the preceding one behind forever, 
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according to Monakow, they are rather unfolded in an epigenetic fashion, springing 
trom a mother soil that harbors the whole future in potentia, as a kind of announce 
ment. One would be closer to the truth by recalling Aristotle, Galen, Harvey, 
Wolff, Blumenbach, K. E. von Baer, Geoffroy Saint-Hilaire, and Goethe as prede 
cessors of Monakow as an evolutionist 

But limits are set to all historical analogies. Above all, they should not let us 
torget that Monakow conceived and completed his work in perfect independence, 
even in tsolation, in his own terms, and hot without meeting resistance. He was no 
vitalist in the original meaning and dogmatic version, according to which there 
exists a vital force isolated from the organism itself, in contrast, Monakow con 
ceived his horme or organizing factor as in indissoluble union with the protoplasm, 
thereby allowing lite to be considered as universally but not regionally represented 
The horme ttsclf was left by him an unknown factor. He nevertheless made it the 
first principle and criterion of vital phenomena, since he did not want to allow 
evolution to be described in terms of its own evolved end product “faire de lévo 
lution avec de lévoluc’’ Henri Bergson Again, this ts romanticism and a re 
vival, though unavowed, of the views offered by C. G. Carus, who in the early 
nineteenth century trusted to discover in the unconscious, t.c., the carly stages, the 
clue to the conscious, 1.¢., the final stages of life and thought. But we have to re 
learn that we are compelled to describe the unconscious by means of our conscious 
thought and mental equipment 

Were we to coricerve the horme as no more but also as no less than a principle ot 
interpretation, Monakow’s whole doctrine would emerge trom the history of human 
thought as the first version of a vitalism not denying the fundamentals of the critiques 
of reason and judgment. In the light of this reshaped vitalism puritied from all dog 
matic clements, and self-sufficient vital forces, none of Monakow’s observations and 
conclusions would lose their validity, though they would rather testify to man's 


penetrating mind and interpreting power than promise the answer to the insoluble 
problem of life its origin and ever-changing, disappearing, and reappearing mani 
testations in health and disease, experiment and injury. Monakow was very far 


from merely attempting the solution of the enigma of life 
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Use of Reserpine on a Chronic Disturbed Ward 


Harry Adler, M.D 
VETERAN ADMINISTRATION CENTER 


LOS ANGELES, CALIP 


Although reserpine* has been established as a potent agent in the treatment of 
acute psychotic patients,! there still remains a great deal to be learned about its 
administration and action. More important, we must learn why so many patients 
appear to get worse or are unaffected by the drug 

In our study of 143 patients, there were 13 separate diagnoses, divided into four 
major groups: manic depressive, 6 patients; organic, 8, schizophremic, 117, and 
character disorder group, 4. Seventeen patients had lobotomies prior to reserpine 
and 6 after reserpine. Average length of administration of the drugs in the hospital 
was 4.4 months, with 37 patients receiving the drug more than seven months, Pa 
tients were started on 3 mg. twice daily, and uncooperative or hyperactive patients 
received § mg. twice daily by hypodermic until they would accept the oral dose 
After that, treatment was individualized. The largest dosage per day was 20 mg 
and the smallest dosage was 4mg. The most frequent dosage was 5 mg., side reactions 
occurring in about 40 per cent on this regime. In themselves these reactions, unless 
very severe (approximately 1 per cent), did not warrant a decrease in the dosage 

Reserpine had an effect on all 150 patients in the building. Before we began to 
use reserpine, for the months of July, August, and September 1954, the monthly 
average for neutral packs was 532 and for tubs it was 122. After use of reserpine, 
each succeeding month the packs decreased, but the number of tubs used did not 
decrease as sharply. Reserpine first reduced the assaultiveness and extreme hyper 
activity so that those patients now needed the tubs for their tension and anxiety, 
and when the medication reduced the tension and anxiety, even the tubs were not 
required. Act first, packs became a rarity, and eventually this was followed by dis 
continuation of use of the hydrotherapy room. Simultancously, restraints, fights, 
and accidents sharply lessened. This emphasized the facts that one disturbed patient 
upsets an entire ward and that fear is more often the cause for aggression and hyper- 
activity than ts hostility. Many frightened patients not requiring aggression or 
seclusion as a defense became more manageable, had better social relationships, and 
joined in group therapy and activities 

Patient improvement on a chronic disturbed ward is slow, but any improvement 
at all is very desirable. It is important to emphasize this concept in order to convey 
to all ward personnel the need to work with every patient. We wanted to know 
how and why patients improved. We graded improvement from 0 to 10, Patients 
with one to five years of hospitalization responded similarly, but patients with 
more than five years of hospitalization had a sharp drop in improvement rate. Pa- 
tients who had had lobotomies improved at a rate below average 

The next factor to determine was how diagnosis related to improvement. See 


* The trade name of Ciba Pharmaccutical Products Inc. for reserpine is Serpasi!, 


TABLE | 


Relationship between Diagnosts and 
Diagnosis 


Heb« Unditier Charact 


Catatonic Paranoid phroni entrated Affective Epilepsy Mann disorder 


Improvement 40 0 45 2 5.0 


table | To some extent diagnosis can be related to prognosis. Patients with 
character disorders did poorest because they lacked anxiety and refused to cooperat. 
both of which factors rendered this form of therapy most dithcule, Epileptics werk 
less hyperactive, but serzure frequency was unafiected. Kovitz ct al'! observed that 
the presence of tension and compensatory strivings for self-esteem were of more prog 
nostic importance than the diagnosis. From a descriptive view, we found that 
patients with a more affective charge responded better. An evaluation of symptoms 
and mmprovement ts recorded in table II 

Patients with similar symptoms, but who received reserpine after electroshock 
therapy, had an improvement rate of 6 Homosexual panic, depression, somatic 
delusions, an antisocial attitude were some of the 49 symptoms studied that gave 
an improvement rate below 1. Symptoms with a better improvement rate were in 
security, grandiosity, and hyperactivity when associated with fear 

Flack! noted that hysterical symptoms became worse and that hypochondriasis 
remained the same. We observed that tampering with the patient’s hysterical needs 
and with his anxiety caused him to compensate with more and better symptoms 
Hypochondriacal patients resort to their symptoms to allay their tremendous anxicty, 
which ts caused by many factors. A prolonged decrease in anxiety in this group ts 
essential before symptom defenses are released 

In the extensive use of reserpine, side effects were observed and many patients 
tatled to achieve the improvement for which we aspired. Kline'’ observed 25 physi 
cal side effects, 12 psychological side effects. We had the usual complications. Two 


patients had a vasomotor collapse with a drop to a systolic pressure of 60, and both 


recovered with norepinephrine. Since reserpine is an indispensable drug to us, we 
find it imperative to be familiar with side effects and to aim to accept side effects or 
decrease them and improve the ultimate results 


PABLE II 


Evaluation of and 
Group of symptoms 
Assaultiveness, Annxicty, sclf-hat 
Hallucinations seclusiveness, hyperactivity 


and delusions hostility fear tension 


Improvement 
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With this in mind, we combined other therapies with reserpine. Hyoscine, 
amobarbital sodium, clectroshock, and combinations of the three were used. Our 
best results were with clectroshock and reserpine, but it should be borne in mind 
that we resorted to electroshock when all drugs failed. This was also observed by 
Tasker and Chermak.*’ Luttrell and Morrison’ reported favorably on the combined 
use of amobarbital sodium and reserpine. Of great value is the fact that reserpine in 
combination with other forms of therapy will modify the turbulent stage or allay 
the side effects of reserpine and allow continuation of treatment 

The treatment of chronically disturbed patients is still a severe problem. Ex 
tensive work 1s necessary with patients who receive reserpine and who fail to re 
spond adequately. Additional knowledge ts necessary to make it possible to sup 
plement the benetits of reserpine. It was found® in clectroencephalographic studies 
that reserpine acts on the hypothalamus, amobarbital sodium on the cortex. Work 
by Plummer ct al’ showed that reserpine alters the sympathetic-parasympathetn 


balance by partial suppression of the sympathetic side 


DISCUSSION 


Disturbed patients on reserpine undergo severe emouonal changes that often 
hamper improvement. At firse glance these patients appear to have a new type of 
anxicty, in addition to being more fearful or more hostile. They wall give indication, 
if encouraged, of the thoughts or feelings that are disturbing them. Patients may 
say that they feel like resting, but as soon as they sit down, they have a compulsion 
to renew their pacing. Others feel a decrease in motor control or activity, and this 
makes them feel helpless, accessible to assault, or in danger of being overpowered 
These feelings lead to panic, resistance, or belligerence and often resemble homo 
sexual panic. We also observed that a sudden relief of anxiety 1s associated with a 
breakdown in defenses with a flooding of repressed material, and as a result, anxiety 
becomes a complication of therapy. 

These emotional disturbances require prompt aid. We have employed reassurances, 
psychotherapy, sedatives, or clectroshock with good therapeutic results. Patients 
who become more fearful than they were previously do better when the drug ts 
decreased or discontinued. Patients who develop a severe depression while on 
reserpine therapy respond favorably to electroshock. The longer a patient can cope 
with this crupted material on reserpine therapy, the better the prognosis, and so, 
in spite of emotional disturbances that appear, medication should be continued 
Kovitz et al'! reported that delusions and hallucinations tend to remain, and other 
authors’ found that patients can talk more easily about their delusions after reserpine 
therapy. This emphasizes that at first, affect ts altered, and subsequently, after pro 
longed therapy, ideation is altered 

These new emotional experiences that frighten and disturb create a new thera 
peutic problem, one that must be solved if reserpine therapy is to continue to exert 
beneficial effects. We have observed so often that inexperienced therapists become 
discouraged at the slow improvement or poor emotional state of the patient and 
discontinue the therapy. We have found amobarbital sodium to be most helpful in 


treating emotional disturbance caused by reserpine. We give one dose in the morn 


USE OF RESERPINE ON CHRONIC DISTURBED WARD 


ing, and if necessary, a second dose is given in the afternoon, without inducing sleep 
during the daytime. Patients who drool or develop parkinsonian symptoms are 
maintained on the same dosage. Some workers’ give those with Parkinson's dis 
case a good prognosis 

Treatment must be prolonged. Usually the patient responds in one to three weeks, 
but chronic patients often show the first sign of improvement only after three months 
of medication. Even after improvement has leveled off, therapy should be con 
tinued. Patients who previously did poorly on a trial visit, adjusted more casily 
and remained at home much longer while on medication. The medication helped 
many patients bridge the traumatic jump of going from the hospital to the outside 


SUMMARY 


Reserpine given to chronic disturbed patients caused reduction in need for clectro 
shock, in restraints, hydrotherapy, and general hyperactivity. It is proposed that 
patients demonstrating both anxiety and affect have good prognosis with reserpine 
therapy because the drug works through the hypothalamus. The symptoms most 


aided were anxicty, fear, and regression, and least helped were hallucinations and 


personality disorder symptoms 

Treatment should be prolonged at the hospital and at the home, and should be 
continued in spite of side effects. Reserpine created new anxieties and symptoms, 
which were studied and treated by combining reserpine with other drugs, with 


psychotherapy, and with clectroshock 
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Sustained-Release Iron Therapy 


Harry Pote, M.D 


PRESHYTERIAN 


NTERNIST, 


PHILADELPHIA, BA 

Although exsiccated ferrous sulfate is the most readily absorbed of all the iron 
‘only about 15 per cent of a 
to 1600 


salts used in the treatment of hypochromic anemias, 
conventional dose 1s normally utilized.' The remaining 85 per cent 
mg. of tron salts cach day under conventional regimens may well be responsible for 


the gastrointestinal irritations seen in 25 per cent or more of the patients who recetv: 


ordinary tron therapies 
Many attempts have been made to reduce the incidence of side effects by raising the 
One method ts to give ferrous sulfate in 


percentage of tron absorbed from cach dose 
many small doses at regular intervals, for the smaller the amount of iron given, the 
However, iron theraptes 


greater the percentage of the dose that will be absorbed 
that require many small doses are inconvenient and impractical for general usc 


despite their high ethcacy and few side effects. A more practical method of increas 


ing absorption and decreasing side effects has been to protect tablets of ferrous sulfate 


with enteric coatings so that the iron ts delivered in the ferrous form to the upper 
' While such protected tablets may 


intestine where it can be absorbed most rapidly 
be given only twice or three times daily, they frequently have the disadvantage ot 


releasing more iron at one place in the intestinal trace than can be absorbed at onc 


time. 
Recently, there was developed another method for presenting iron. Utilizing a 

sustained-release capsule, this new method of presentation divides cach dose of tron 

The pellets are coated with varying thicknesses of a di 


into many small pellets. 
gestible material designed to release the tron at different times and in different places 


throughout the gastrointestinal tract. 
The following study was performed to determine how a sustained-release prepa- 
ration of exsiccated ferrous sulfate* compares with conventional tron preparations in 


efheacy and incidence of side effects. 


METHOD 


Thirty adults, 11 men and 19 women, were treated for various anemias in this 


study. The diagnoses (table 1) included blood loss, nutritional, pernicious, and other 
anemias. Sixteen of the patients were treated at the Taylor Hospital, Ridley Park, 
Pa., where they were hospitalized for mental and emotional disorders; the other 
All patients were selected for the study 


patients were treated in private practice 
because they had poor responses or side effects to other iron therapies 


Patients were treated with exsiccated ferrous sulfate in sustained-release capsules 


* The trade name of Smith, Kline & French Laboratorics for exsiccated ferrous sulfate in sustaines 


release capsules is Feosol Spansule capsules 


Each capsule contained 150 mg. of tron (47 mg of elemental iron). Twenty patients 
received 1 capsule daily, 10 patients received 2 capsules daily (table 1) Medication 
was taken on an empty stomach at bedtime. 

Hemoglobin levels were determined for cach patient before the iron therapy was 
begun and then at regular intervals throughout the study. No patient was included 
in the study whose initial hemoglobin was 80 per cent of normal or higher. Patients 
treated in private practice were questioned carefully at cach visit about any un 
toward reactions they might have developed to the tron therapy. Nurses were 
similarly questioned about the responses of the patients in the psychiatric hospital 

Patient responses were judged to be adequate or inadequate according to the 
criteria suggested by Goodman and Gilman.' An adequate response was considered 
to be a hemoglobin rise of 1.0 per cent datly for patients whose initial hemoglobin 
was 50 per cent or less of normal, or a rise of 0.5 per cent daily tor patients with 
higher initial hemoglobin levels. An adequate response was also considered to be a 
small increase in hemoglobin levels in those patients with continued blood loss or 
with pernicious anemia. All lesser responses were considered inadequate. 


RESULIS 


Ot the 20 patients who received one 150 mg. sustained-release capsule of exsiccated 
ferrous sulfate datly ‘table 1), 2 patients whose initial hemoglobins were below 50 


TABLE | 
al Release Therapy me Iron Dat!) 
Hemoglobin 
Daves of Sid Therapeuts 


Diagnosis therapy Initial Final rise fects 


Non Adequat« 
Non Adequatc 
Nong Adequat: 
None Adequatc 
None Adequat: 
Nong Adequat 
Nong Adequat 
Non Adequat 
Adequat: 
None Adequat 
Nutritional anemia Non Adequat, 

Non Adequate 
Inadequat 
Non Adequate 
Non Inadequat 
Non Adequat« 
Non Adequat« 
Nong Inadequat 
icious anemia 2 72 None Adequat. 
Non Adequar. 


Menorrhagic anet 


Bleeding ulcer anemia 


Blood loss anemia 


Ancous anecmias 
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TABLE Il 
Patient Responses to Sustamned-Release lron Therapy — 300 me. of lron Dat!) 
Hemoglobin 
Days of Daily Side Therapeutic 
Diagnosis therapy Initial Final rise (", effects efficacy 
2s 74 0 40 Adequat 
46 Adequatk 
O11 None Inadequate 
None Inadequats 
None Adequat 
None Adequat« 
Nong Adequate 
Non Inadequat 
Nor nadcquat 
Non Adequat 


Menorrhagic anemia 


Nutritional anemia 


Mi cllaneous ancmia 


* paticot who wa 


per cent of normal had increases of more than 1.0 per cent day, 5 patients whose 


initial hemoglobins were above 50 per cent of normal had increases of 0.5 per cent or 


Ten patients who had repeated blood loss or pernicious anemia were 


more per day 
Only 


adequately maintained on this regimen of 1 sustained-release capsule datly 
3 of the 20 patients had inadequate responses. These patients had hemoglobin rises 


of 0.44, 0.40, and 0.31 per cent day, respectively less than the 0.50 per cent datly 
that could reasonably be expected 

Of the 10 patients who received two 150 mg. sustained-release capsules of ex 
siccated ferrous sulfate datly table I), 6 patients had adequate hemoglobin rises 
One patient whose initial hemoglobin was below 50 per cent of normal had a rise of 
more than 1.0 per cent daily, 5 patients whose initial hemoglobins were above 50 
per cent of normal had hemoglobin rises of 0.5 per cent daily, or if they had repeated 
blood loss, the regimen proved adequate for maintenance therapy. Four patients 
It should be pointed out, however, that 


tailed to respond adequately to therapy 
For this patient, 


| patient who was institutionalized retused food and had to be fed 
simple maintenance should probably be considered adequate 
Although almost all patients had undesirable reactions to conventional tron 
therapies, none developed any untoward reactions to therapy with either | or 2 
sustained-release capsules daily even though medication was given on an empty 
stomach, Most gratifying, 3 patients who had gastric ulcers were able to tolerate 


| sustained-release capsule daily without any side effects 


DISCUSSION 


The results of chis clinical study indicate chat a datly dose of 150 mg. of exsiccated 
terrous sulfate given in sustained-release form will produce adequate hemoglobin 
This dosage can also provide 


responses In most patients with hypochromic anemias 
In this study, tt was not 


maintenance therapy for patients with pernicious anemia. 


SUSTAINED-RELE ASE TRON THERAPY Pole 


possible to detect any clear-cut difference in responses to 1 and to 2 capsules datls 


Both regimens were effective, and neither caused side effects. 

A comparison of the percentage of iron utilized under sustained-release tron therapy 
and under conventional therapics shows that the sustained-release therapy ts con 
siderably more efficient. Calculated on the basis that 25 mg. of clemental tron ts 
required to give a hemoglobin rise of 1.0 per cent,' more than 50 per cent of the tron 
would appear to be absorbed from the daily dose of 150 mg. of tron in sustained- 
release form. Similar calculations show that only about 15 per cent of the tron ts 
absorbed from the minimum dose 180 mg. of clemental iron recommended for 
conventional preparations of ferrous sulfate. | 

It must be pointed out, however, that so far as hematoporctic responses go, it 
does not matter how much tron ts given or how large a percentage 1s wasted so long 
as there is adequate hemoglobin regeneration. From the point of view of freedom 
from side effects, however, the amount of tron given and percentage wasted may h« 
vitally important, for it seems logical that the greater the amount of unabsorbed 
iron there is, the greater the possibility that there will be gastromtestinal irri 
tation. 

Conventional iron preparations, which are poorly absorbed, are poorly tolerated 
by about 1 patient in 4.°) * In contrast, the sustained-release iron preparation, which 
was well absorbed, did not cause side effects in any patients even though the medi 
cation was administered on an empty stomach. It can be questioned, though, how 
much the lack of side effects was due to the sustained release of medication and how 
much was duc simply to the small dose of tron. It 1s possible that if conventional 


preparations were given in the same dosage, they too might provide effective therapy 
with few or no side effects. Logically, however, because conventional iron tablets 
disintegrate at one place and at one time, it is not likely that a reduction in dosage 
would reduce side effects or provide adequate therapy. 


SUMMARY AND CONCLUSIONS 


Thirty patients with various anemias were treated with exsiccated ferrous sulfate 
in sustained-release capsules. Each capsule contained 150 mg. of tron. Twenty 
patients received 1 capsule daily, 10 patients received 2 capsules datly 

Seventeen of the 20 patients who received 1 sustained-release capsule cach das 
showed adequate hemoglobin regeneration, Six of the 10 patients who received 2 
sustained-release capsules cach day showed adequate hemoglobin regeneration, Onc 
patient who did not was a hospitalized mental patient who required forced feeding 

None of the patients, including 3 patients with gastric ulcers, showed anv side 
effects to therapy even though they took medication on an empty stomach 

Since 1 sustained-release capsule of tron cach day can produce hemoglobin re- 
generation equal to that expected from standard therapies of capsules given two or 
three times daily, the sustained-release capsule seems to be a particularly ctlicient 
way of administering iron. Morcover, because it causes no side effects, the sus- 
tained-release method of presenting iron proved especially valuable for treating 
those patients in whom gastrointestinal disorders are a problem. 
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SYMPOSIUM ON MEDICINE AND WRITING 


The Sympostum on Medicine and Writing that appeared in the Novem 
1956 issue of INreRNATIONAL Recorp or Mepicine has been published 
The articles included in this Monograph are 


Cecal; Plain 


her 


recently as a Monograph 
Ihe Edicng ota Modern Medical Fextbook Russell | 


Falk and Clear Wriaing’ by Morris Fishbein, The Principles of Biblio 


by John F. Fulton,” The Art of Communication” by Joseph 


graphic Citation 
by Douglas Guthrie; and 


Garland, “On Writing a History of Medicine” 
Minerva and Aesculapius: The Physician as Writer’ by Felix Marti-[baiez 


Chis 72-page Monograph ts sold for $3.00. As the fourth in the series of 
g 


MD International Symposia, this book 1s the companion prece of Medscu 


IH reteme, which was published in May 1956 


To obtain this monograph, write to MD Publications, Inc., 30 East 60th 


ocreet., New York N.Y 
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The Physician in the Role of Psychotherapist’ 


Eugene Ziskind, M.D 


CLINICAL PROFESSOR OF PSYCHIATRY, UNIVERSITY OF SOUTHERN CALIPORNIA SCHOOL OF MEDICINE, 
CHIEF OF DEPARTMENT OF NEUROLOGY AND PSYCHIATRY, CEDARS OF LEBANON HOSPITAL 


LOs ANGELBS, CALIF 


A psychotherapeutic role tor the physician is the logical outcome of the recognition 
of the importance of psychological factors in medical illness. Because of the so 
phistication of many modern physicians in psychosomatic matters, comments on 
the curriculum and training requirements for this role are presented as an addendum 
at the end of the article. Here, after an initial discussion of principles basic to this 
role there is a discussion of some deterrents to the routine incorporation of psychi 
atric concepts into medical practice 


CURRENT STRESS FOCUS OF THERAPY 


Basic to the considerations that are to follow ts the differentiation, by the physi 
cian, of his role as the psychotherapist from that of the psychiatrist. One may 
set up a series of goals of psychotherapy as follows: (1 Acceptance of psychogenicity 
on authority; (2) uncovering and working through of current stresses, (3) uncovering 
and working through of neurotic character patterns, (4) uncovering and working 
through of specific childhood traumas. The first two goals may be said to charac- 
terize primarily the psychotherapy of the physician, the last two that of the psy- 
chiatrist. For simplicity of expression the former might be designated as situational 
therapy and the latter as character therapy. Actually, no dichotomy is implied. 
The psychiatrist in his therapy may include all the goals, and the physician, although 
placing major emphasis on situational stresses, will frequently be aware of path- 
ological character traits and at times be able to influence them. 

In general, if one accepts the thesis that individuals tend to maintain a psychic 
equilibrium (in which tensions are resolved), then one witnesses a continuing adap- 
tation in which decompensation occurs at times in varying degrees. For the milder 
decompensations, a flexible therapeutic approach by the physician varying from the 
simplest to the more complex measures may be very ethcacious. A formal course ot 
psychotherapy usually includes uncovering (overcoming resistance) and working 
through (corrective emotional experience), but at times all the patient needs ts a 
mild “‘ boost’’ from nonspecific psychotherapeutic processes in order to have the de- 
compensated equilibrium restored. 

The flexible therapeutic approach involves the following: (1) Boost (from non- 
specific processes of the therapeutic relationship), (2) uncovering or working through 
may not be necessary; (3) minimal interpretation of psychogenesis; (4) uncovering 
and working through situational stress. Processes common to all psychotherapy 


* Presented at the Third Annual Meeting of the Academy of Psychosomatic Medicine, New York City, 
Oct. 3-6, 1956. 


are: establishment of rapport, ventilation, desensitization, suggestion, education, 
and rehabilitation. 

The therapeutic differences in emphasis are the situation for the physician and the 
intrapsychic conflict for the psychiatrist. The physician ts more frequently con- 
cerned with the stresses of the present than those of the developmental past, the 
external circumstances (the situation) rather than the internal (intrapsychic) con 
thiets, and the conscious and near-conscious rather than the unconscious experiences 
Correlated with these differences related to goals ts the greater clarity of the material 
of the physician as compared with that of the psychiatrist. That which ts current, 
conscious, and external ts often obvious; that which ts from the distant past, intra 
psychic, and unconscious ts often obscure. The former tends to be factual, the latter 
hypothetical. In fact, it 1s this lack of knowledge concerning the goals of the psy 
chiatrise for which there have developed the doctrines of the different psychiatric 
systems (Freudian, Jungian, Adlerian, etc Each claims a system of doctrines 


purporting exclusive specificity of motivation tor normal and abnormal behavior 


These controversial aspects for explaining unconscious motivations and character 
ological and attitudinal development so necessary for the psychiatrist’s goals arc 
far less important and often unnecessary for thosé of the physician 

Lest the physician feel that his therapy ts superficial and hence of less value than 
that of the psychiatrist, the role of the “situational psychotherapist’ might well be 
explored further. 

First, ic might be appropriate to call attention to the fact that the goal of situa 
tional amelioration, control, or correction ts more frequently attainable than the 
goal of character or personality reconstruction. Hence percentage-wise, the number 
of successes should be greater for the goals of situational therapy than for those of 
character therapy 

Second, the goals of situational therapy frequently are all-sufticient, and more in 
tensive therapy may not be necessary. If one recalls that all individuals have a 
breaking point and that in persons of more or less good psychic balance, stresses ot 
varying magnitude and specific sensitivity may from time to time decompensate the 
equilibrium, then with the use of a graduated flexible therapeutic approach even 
minimal measures may often suflice. Particularly since the physician will see pa 
tients in their carliest symptoms, opportunity for maximal benefits from such an 
approach, together with its preventive potential for future disorganization, may 
well be very significant 

Third, situational therapy has an important part to play also in the care of chron- 
ically neurotic persons. Many of these are incurable, and others function fairly well 
between periods of major decompensation, Situational therapy for many of such 
patients (who, incidentally, are very numerous) at periods of decompensation con 
stitutes the maximum that can be accomplished. 

For these three reasons the physician ts entitled to the attitude that there ts an 
area of psychotherapy, that of situational therapy, in which he is king of his domain 
He and he alone, if adequately prepared, can do the job better than anyone else 
Certainly the psychiatrist could not operate in this area as effectively, unless he 
became a medical practitioner. Situational therapy with the physician at the 
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helm has a potential status all its own, as worthy as the status of the psychiatrist 


ECLECTICISM FOR THE PHYSICIAN 


Divergence of theories and practices among psychiatrists is one of the major 
factors hampering the integration of psychiatric principles into medical practice 
The claims of cach of the schools for exclusive specificity in psychopathology are 


very confusing to physicians. They feel constrained to ally themselves with the 


philosophies and practices of one of the schools 
Full utilization of the dicta of any one of the systems 
In the absence of spectalization 


a mimicry that frequently leads to 


“wild” or amateur psychiatry 
is inconsistent without specialization in that school 
the physician ts often likely to feel that he ts pertorming a perfunctory, superficial 
service and may shy away from it because of the low value he places on it 
Accually, it can be shown that the physician can achieve his goals even though 
The situational therapies of the 


bypassing the schools of exclusive specificity 
physician center about the situation and the individual's reaction to it and are 


charted in a course involving many known facts and a common sense approach to 
them. The character therapies deal much more with the unknown and hence the 
need tor the theoretical formulations of the different systems with their concern for 
the intrapsychic, the unconscious, and distant genetic factors. Of course, even 
situational therapy runs into problems of the unknown and the physician cannot 
totally ignore the attitudinal and characterological, the intrapsychic, the uncon 
scious, and the unknown in personality development. The point being made here 1s 
that he has far less need for these complexities than the psychiatrist and that tm his 
contact with the problems pertaining thereto he will do better to utilize an eclects 
ortentation instead of subscribing to one of the systems of psychiatric doctrines 

Phe term eclecticism has many connotations and ts in general poorly understood 
Here the concern ts that 1¢ not be equated with an atertude of dilettantism in which 
the therapist utilizes various concepts and techniques and their modification from 
different disciplines in a trial and error manner without appropriate training and 
critical evaluation. Eclectic 1s defined in Webster's dictionary as“ choosing what 1s 
thought best in doctrines, opinions, etc., from various sources or systems 
Felecticism, syncretism and skepticism, characterisucally appears where several 
powerful antagonistic systems are in the field Unlike skeptrcism, 1t does not doubt 
all svstems because of the antagonistic reasonableness of cach, and unlike syncret 
im, it does not modify all for the sake of mutual consistency; rather it selects from 
each such doctrines as are satisfying 

Elsewhere I have indicated that the eclectic psychtatrist,' not totally accepting of 
any system of behavioral concepts on the grounds that knowledge of human motiva 
tion has not progressed to the point of making a reliable system, feels free to choose 
whatever concepts he finds most nearly meet problems in his patient. In fact, he 
contends that he does less injustice to the behavioral problems he 1s confronted with 
and creates less artefacts than by trying to fit them all into any one of the systema- 
tized schools. * The essence of all these etiological constructions was not that they 
were all wrong, but that they were all proposed as exclusively right,’’ to quote a 
statement of Stainbrook’s used in another context.” 
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The eclectic ts more inclined to teel that some of the founders of these behavioral 
creeds may have tsolated some truths, some astute clinical observations, each remi 
niscent of the blind men’s proverbial descriptions of the clephant. He prefers to tec! 
tree to utilize these independent of other over-all Commitments. This orientation ts 
akin to the eclectic viewpoint, which obtains so widely in medical practice. The 
physician accepts no over-all explanation or system for all clinical entities but ts 
eclectic in that he weighs the evidence, clinical and expermmental, for the conflicting 
ctrological and therapeutic concepts for the different medical disorders. The physician 
therefore has a kinship to the eclectic view in psychiatry on the basis of his experience 
and should find it congenital to his clinical thinking. His understanding of the 
problems in psychiatry related to systems and eclecticism should help to mitigate the 
confusion engendered by the divergencies existing among psychiatrists therisel ves 
For whatever supplementation the therapist needs involving the complexities ot 
motivation for intrapsychic conflict, the problem of personality alteration, the oper 
ations of the unconscious, etc., he will do best to have an eclectic instead of a svstem 


ortentation, 


SOCTOCULTURAL VISITA 


The current, conscious, external situational) experiences pertinent to the goals 
of psychotherapy of the physician lend themselves more readily to a primary reliance 


on the sociocultural influences on behavior than does the character therapy of the 
psychiatrist with its greater emphasis on the carly genetic, intrapsychic, and un 


conscious experiences. Although psychosocial interrelationships have pre-empted 
much of the research frontiers in psychiatry, actually the physician more than the 
psychiatrist may have a kinship to and need for the concepts and contributions to 
practice stemming from this source. 

First, the heritage of the modern physician is that the old family doctor in his 
pursuit of the art of medicine intuitively had already exploited practical application 
from significant psychosocial relationships to his patient's maladies 

Second, although the practitioner is not schooled in the soctal sciences, he ts 
nevertheless informed about the folkways and mores and the soctal institutions of 
his time and place. Common sense inconsistencies in these areas are manifold to the 
interested observer. Recognition of his responsibility in aiding his patient in con 
fronting life situations will make the physician readily aware of many pertinent 
problems. Counseling on these situations should be helpful to his patients. Work 
at this level has the merit of relieving current stresses. It also avoids many of the 
hypothetical and controversial issues involved in spectalized psychiatric therapy 
Problems related to marital felicity, satisfaction on the job, difficulties with one's 
children fall into the category of current stresses in regard to which the general 
practitioner can bring to bear the benefits of psychotherapy 

What may be a bias in the thinking of many psychiatrists 1s the tendency to neglect 
the significance of conscious experiences for psychopathology in favor of the un 
conscious, with resultant inattention to the sociocultural. It is assumed that con 
scious experiences can more readily be handled than the unconscious because thes 
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are known. In this connection the tacit assumption that 1s unwarranted ts that all 
Obviously 


reality experiences are adequately identified as stresses if such they be 
man is subject to many conscious experiences whose exact significance for his mental 
life he is not able to appraise. Attention to these by the physician may retrieve 
significant opportunities for favorable therapy that the psychiatrist’s concern for the 


unconscious might overlook 

Although there ts need tor considerable refinement and definition of the pss 
chosocial in regard to medical problems, following are some references that may be 
of interest to the clinician. 

Burling*® views © the reactions of personality organization and the patterns of social 
lite as two aspects of an organic whole.’ every maladjustment, whether we 
choose to call it individual or social, is a maladjustment of the same thing, the total 
pattern which includes both the man and his segment of society.”’ Although both 
are involved, in maladjustment personal or social disorganization may be primary 
For those situations ‘in which those portions of the total relationship (personal 
social) which are essentially intrapsychic are such that disharmonious relations tend 
to develop in any social group of which the man becomes a part it 1s manifestly 
cheaper to concentrate effort on modifying the intrapsychic clement of the pattern 
than to spend much effort in the larger patterns of which this ts a part. When this 
is not possible something may be gained by approaching the social part. When the 
social disorganization ts primary, this should first be altered; but in society this may 
not be possible and the intrapsychic may still need to be treated. Our problem ts 
that much of the part contributed by ‘sick’ society is not thoroughly apprectated 
Nevertheless treating the total pattern which includes both man and his segment ot 
society may be necessary 

Stainbrook’s' comments broaden the concept of psychosomatic medicine as open- 
ended, interrelated systems of physiology, personality, sociéty, and culture, ‘in 
which all can and usually do respond adaptively under conditions of stress, 
although . the strain can become manifest first in any of the systems.’' ° Stain 
brook adds: “‘Since a basic conception about behavioral disease ts that it represents 
not alone the failure of the patient but also, to a greater or less extent, the failure of 
the significant others with whom he was in intimate relationship, these significant 
others may also need help to understand how to facilitate, extend and generalize 
the therapeutic relearning of the patient.’"’ In fact, some conceive of’ the significant 
therapeutic social interaction” (the milicu in the therapeutic hospital or the patient- 
physician relationship in individual psychotherapy) as ‘the experimental laboratory 
tor the unlearning and relearning of some of the patient's behavior.” 

Glass® reports a shift in the therapy in military psychiatry from a patient-centered 
to a milieu-oriented view. Therapists working behind the front lines formerly fell 
in with the secondary gain of the patient's problem and evacuated him to the rear 
Later, with psychiatrists assigned to the front lines, those therapists identified with 
the milicu interest and treated the patient locally. This orientation is a definite 
deflection of the therapist's former role of identifying with the patient's needs and 
largely excusing an interest in the social point of view on the ground that the therapist 
must not impose his set of values in therapy. This shift to an understanding of the 


february 1958 INTERNATIONAL RECORD OF MEDICINE 


- 
i 


social weal ts not a question of imposing one’s own moral code on the patient, so 


much as a reality consideration in adequate adjustment what Adler called the 


“iron laws of co-living.”” Related to this failure to consider adequately the socio 


cultural factor 1s the face that many psychiatrists have carried on intensive therapies 


based entirely on the patient's statements, only to find that the latter's biases and 
Often this 


needs have kept the therapist from a realistic evaluation of the problem 
has been to the detriment of the patient, with the tronical aspect that individuals in 
the patient's environment might readily have supplied that which even much prob 


ing fatled to uncover 

Pauline Young? explains how some social factors may affect the individual's psychic 
equilibrium and also how social participation may operate as a therapeutic force 
“Teas generally recognized that such institutions as the family, school, church, law 
and other formal mechanisms of social control play a powerful role in determining 
personal conduct. We need to take full cognizance also of the informal instruments 
of control the folkways and the mores. . . . The folkways are the customary and 
the traditional ways of the group and may be said to constitute their social habits 
_. . The mores are in large part the moral code of the group. The folkways and 
mores come to have authority and prestige since they provide practical ways of 
dealing with everyday situations and problems. The enforcement of the mores 
upon non-conformists is through such powerful sanctions as the stare, the sneer, 
gossip, the refusal to shake hands, and in extreme cases, social ostracism 

"In primary face-to-face relationships, loyalty to the group's folkways and mores 
is reinforced by common participation in the daily activities of the group and also 
strong identification, a‘ we-fecling,’ with the lives and experiences of other members 

.. However, as a person's contacts widen and his activities and experiences broaden 
in the larger community (society), he often encounters a diversity of complex and 
dynamic changes and a wide variety of culture groups. The values and codes of these 
varicd groups may be not only in sharp contrast to those of his own group, but they 
may frequently contradict and conflict with cach other. Moreover, the various 
institutional codes of one’s own group may not be completely integrated in a dynamic 
social order. The Golden Rule, for example, emphasized on Sunday may not be 
consonant with the weekday business contract, much less with the after-hours 
conduct of the sporting session, Such lack of integration may play havoc with a 
person's traditional modes of behavior, distort his sense of loyalty to his social herit 
ages and present to him serious problems of conscience, and may often leave him in 
an anxiety ridden state 

“"Tnsight’ and the ‘working through’ process are indispensable prerequisites to 
However, a patient's adjustment should be 


the modification of specific behavior 


viewed both as a personal and a social process. That ts, his practices, beliefs and 


attitudes to some extent must be consonant with those of his group. Furthermore, 
he needs to be incorporated as a functioning member in the group, if he ts to gain an 
acceptable social role and be able to gratify adequately his wishes and needs. Through 
actual social participation and group relationships it is possible to gain a realistn 
appreciation of the scheme of social and moral imperatives 


“Social participation embraces, at various levels, wide areas of community lif 
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activities within the church, the school, the community center, the labor union of 
lodge, in civilian detense, municipal housekeeping, law enforcement, safety, health 
and hygiene; in promoting rights of others, child welfare and a host of other ac 
Civities CoO Numerous tO mention 

“Some persons may enter only limited activities, and only at a peripheral level 
Others may need the therapist's guidance and stimulus, but once they have become 
incorporated into the stream of community life will broaden their perspectives and 
experiences and will gradually be able to assume responsibilities and promote the 
general scheme of group interests and purposes." 


A DILEMMA OF PSYCHOSOMATIC MEDICINI 


Beyond the ortentations discussed to atd the physician in the more comprehensiv« 
care of his patients, one should refer to another circumstance that he 1s less able to 
alter immediately. If one asks why the psychosomatic concepts, which appear to 
he accepted so readily by most physicians, are not routinely applied in medical prac 
tice, a serious limitation comes to light. Even medical practitioners who are ade 
quately trained rarely approach the care of all their patients in keeping with their 
special orientation. The reason is primarily economic 

Medical practice is organized so that physicians see 15 to 30 or more patients a 
day. Psychotherapeutic techniques require not less than 30 minute sessions as a 
rule. To utilize these on a broad scale, means a reduction in the number of patients 
the physician can see cach day. Correspondingly, he will demand a greater com 


pensation for these sesstons than for his shorter patient visits. Even though there 
IS an increasing acceptance of this more comprehensive type of care on the part of 


patients, not cnough of them are prepared to make the greater expenditure required 
to permit the universal reorganization of physician's practices required for this 
purpose. 

Actually the problem is not one of increased expenditures. What 1s involved, tf 
our thinking ts correct, 1s an actual saving in the long run, although initially the 
expense may be greater. In properly selected cases, shorter periods of treatment, 
particularly from the standpoint of prevention of recurrences and the progression to 
chronic invalidism, should follow. However, this thesis remains to be demonstrated 
on a broad scale, and indeed there ts great need for such a demonstration. 

Because of the practical considerations just indicated, this demonstration is hardly 
likely to take place in private practice.* Those agencies, however, that have the 
responsibility for the long-term medical care of their patients have a practical interest 
in this matter. Veterans’ facilities, medical insurance plans, and community clinics 
have much to gain financially if the contention of savings, even in the face of initially 
increased expenditures, can be substantiated. These facilities should set up pilot 


\ possible exception is the experience of a medical practitioner in our community. Dr. M. Abowitz 
onducted group psychotherapy once a week with 8 of his patients with gastrointestinal problems, under 
the supervision of a psychiatrist. In this wav the charges for hour sessions for his patients did not exceed 


those for their usual visit 
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studies, in which a group of their patients might be treated by the Comprehensis 


psychosomatic approach involving psychotherapy where necessary, with the others 


under the customary treatments being used as controls; perhaps the Public Health 
Service or some philanthropic foundation might finance such studies 
The purpose of introducing these. considerations into a discussion of the role ot 
the physician as psychotherapist is to call his attention to a limitation in actual 
practice. Although he cannot completely alter the scene, he can continue to carry 
out the comprehensive psychosomatic care at least for those patients who are co 
operative. For the others, he will exert an educational influence. Once it can be 
demonstrated that there are material savings as well as enhanced health as a result 
of these initially more expensive methods, the obstacle to their msercution ts likely 
to dissolve 
Summarizing the discussion up to this point, | should tike to stress the following 
1) Emphasis on situational stresses sets the stage for the physician's role in psy 
chotherapy. (2) This role has high status because of the great number of potentially 
favorable responses for his goals and the satisfaction of performing a task that cannot 
3) The eclectic rather than system psychiatric 


be carried out as well by others 
4) Sociocultural in 


orientation has preferential values for the physician's goals 
fluences need integration along with the psychological into medical practice, and the 
physician's role in psychotherapy fits in well with this circumstance 5) The 
financial dilemma of initially greater costs interfering with the univeral practice of 
psychosomatic concepts ts one that will be resolved when a pilot study is carried 
out demonstrating actual savings both in health and in ulaamate expense. Unter! 
this is done the physician must recognize this limitation and propagandize for its 


solution. 


ADDENDUM 


MATTERS OF CURRICULUM AND TRAINING 


Ihe curricula of most medical schools tn this country now contain courses in 


normal development, psychopathology, and therapy under the heading ot basi 
psychiatry, designed to train all physicians for the care of psychosomatic aspects of 
This ts in contradistinction to training in special psychiatry for the spe 


illness 
Hence in this presentation | would like to outline briefly those considerations 


cialist 
of curriculum and training that may serve as a jumping-off platform for discussion 
of some practical aspects of the physician's role in psychotherapy 

Phe outline of basic principles in psychopathology attempts an isolation of factors 
acceptable to all psychiatrists irrespective of their varving frames of reference 


These principles include 1) Tensions from unresolved conflict are the core of psy 


2) major conflicts occur between needs of the individual and re 


chopathology, 
strictions of his environment, 3) resultant behavior ts related to the balance between 


the adaptive capacity and the intensity of the stress; (4) causative factors may b« 
precipitating (¢.g., current situational stresses) and predisposing c¢.g., neurotn 


character patterns ; 5) symptom formation results from unresolved conflictual 


tensions. 
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Modification of the medical history ts calculated to facilitate the inclusion of psy- 
chological data: verbatim recordings of initial statement What brings you here?” ), 
spontancous description of illness (often dis-case ), onset and setting of illness C’ What 
was going on in your life at the time?’’); presenting symptoms and their course, 
systemic (including psychobiological) inquiry; past illness; family illness (What 
effect did it have on your life?”’ 

Interpretation of the illness to the patient is a major factor in therapy. This 
important function ts frequently mishandled by avoiding interpretation, giving 1n- 
adequate interpretation, or stigmatizing interpretation. Physicians may avoid in- 
terpretation because of fear of making the wrong diagnosis, because not enough time 
is available, because of fear of losing the patient, or because of lack of ability Clear 
of “causing more harm than good’). Obviously these are not adequate reasons, 
even though, on occasion, one or more may be justified. Results of inadequate inter 
pretation include: chromic invalidism of the patient, 1atrogenic disease, strain on 
physicians; disorganization of family; lag on social progress. These results are 
sufficiently disastrous to warrant the reorientation we are advocating. Ways for 
overcoming the shortcomings are casy to envisage and are a matter of traning. 

The requirements for the nonpsychiatrist physician are acceptance of responsibility 
and acquisition of training. His role in the prevention of psychosomatic invalidism 


is particularly appropriate for the physician because he is the one among all mental 


health workers who can exert the greatest influence, since patients are seen by him 
in carly stages, they beseech his help, all persons are seen by physicians, and no 
special mental health funds are necessary for his work” 

The acquisition of training for psychotherapy can be obtained in three different 
Ways: Experience under supervision opreceptor-preceptee traming interchange ot 
experiences with colleagues (Whitchorn. ," postgraduate study. Actual experience 
under supervision is the preferred training. 

This skeleton outline was presented with the purpose of suggesting what may be 
encompassed in the curriculum for psychotherapy for the physician. 
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@ INTERNATIONAL CLINICAL NEWSLETTER 


ASPIRIN EFFECTIVE IN TREATING DIABETES. Seven diabetic 
patients given an intensive two week course of therapy with 
pure aspirin alone had blood sugar and urine levels restored 
to normal, and all clinical symptoms of the disease-—-thirst, 
excessive secretion and discharge of urine, intense itching 
--were "completely relieved" (Brit. M. J. 2:1071, Nov. 9, 
1957). To investigate the effect of maximum tolerated 
doses, each patient received between three and five 5-grain 
tablets of aspirin every four hours, except in the middle of 


the night. 


PITTED SCARS TREATED WITH BLOOD EXTRACT. The deep pitted 
scars left by acne, chickenpox, and other conditions can now 
be treated by injections of fibrin-foam, an extract of human 
blood. Described by Dr. Arthur S. Spangler (Harvard Medical 
School, Boston), the treatment involves cutting the fibrous 
strands beneath each scar and then injecting the fibrin-—foam 
beneath the scar. This raises the bottom of the scar to the 
level of the rest of the skin, and within several months the 
fibrin-foam has been absorbed and replaced by normal tissue. 


NEW INSTRUMENT FOR PROBING AND CURETTAGE. A specially de- 
signed flexible probe has a cutting instrument on the under 
surface of its head for curettage of the coronary arteries 
when the probe is withdrawn. Remarkably encouraging results 
have been reported with its use in direct surgical attack on 
the coronary artery, according to V. P. Satinsky and col- 


leagues (Los Angeles). 


DYE CURES CANCER IN ANIMALS. Methylene blue, a widely used 
dye for staining bacteria, can cure fast-growing cancers in 
small animals, reported R. T. Pursell (New South Wales, 
Australia). He has used the dye since 1941 to treat cancers 
in dogs, and it was most successful against rapidly growing 
cancers in which most of the main growth had been removed 
surgically. It was not useful against slowly growing tumors 
or those that had severely affected internal organs. When 
the dye does work, it causes any remaining cancerous tissue 
to die and slough off, leaving a wound that heals com- 


pletely. 


CAPACITANCE HEART SOUND PICK-UP. Heart murmurs that have 
gone unnoticed before are now being "heard" by a device that 
records tiny movements of the chest wall, rather than the 
actual sound of the beating heart. The device, known as a 
capacitance heart sound pick-up, was developed by Dr. Dale 
Groom, Medical College of South Carolina, Charleston, and 
Yro T. Sihvonen, General Motors Corporation, Detroit. The 
instrument converts chest wall vibrations into electrical 
signals, which are amplified and reproduced on an oscillo- 
scope to be photographed or recorded on tape. 


ANTIMALARIAL SALTS STUDIED. Special table salts treated 
with two antimalarial drugs, pyrimethamine and chloroquine, 
were found effective in preventing malaria, reported Dr. G. 
Robert Coatney and colleagues (National Institutes of 
Health, Bethesda, Md.). The antimalarial salts were given 
to volunteers at the Federal prison, Atlanta, Ga., who were 
then subjected to the repeated bites of mosquitoes infected 
with the malaria parasites. No signs of malaria were seen 
until 28 to 40 days after the salts had been withdrawn. 


TREATMENT OF PREMENSTRUAL TENSION WITH VITAMIN A. Vitamin A 
has been used since 1949 for treatment of premenstrual ten- 
sion and for some benign mastopathies (mammarian adenosis 


and fibrocystic disease) if, in the latter, there is exacer- 
bation before menstruation, reported Dr. J. Argonz (Hospital 
Rivadavia, Buenos Aires). Very good results have been ob- 
tained, with complete disappearance of symptoms in 85 per 
cent of patients with premenstrual tension and an improve- 
ment of symptoms in 75 per cent of patients with mastopa- 
thies. Natural or synthetic vitamin A (200,000 I.U.) is 
given daily for two weeks, beginning on the tenth day of the 
cycle. 


MORTALITY RATE INCREASES MODERATELY IN 1957. Reflecting 
largely the widespread outbreak of Asian influenza, the gen- 
eral mortality in the United States increased moderately in 
1957, according to Metropolitan Life Insurance Company 
statisticians. The national death rate for 1957 is esti- 
mated to be 9.6/1000 population, compared with 9.4 for 1956. 
It is the tenth year in succession to record a rate lower 
than 10/1000. The death rate from influenza and pneumonia 
as a group increased in 1957, rising to about 34/100,000. 
This is the highest rate in about a decade, but less than 
half that recorded in any year prior to 1941. There was a 
marked reduction in cases of poliomyelitis—from more than 
15,000 in 1956 to about 6000 cases in 1957. 


Emergency Psychotherapy and Mental First Aid’ 


Joost A. M. Meerloo, M.D 


ASSOCTATE IN COLUMBIA UNIVERSITY LECTURER IN 
THE NEW SCHOOL POR SOCTAL RESEARCH 


NEW YORK, WN 


Betore introducing my general theme, | want to explain why [ teel that the subject 
of emergency psychotherapy has become urgent again. The increased emphasis on 
civil defense, with its demand for acute alertness in times of catastrophe. asks from 
the psychiatrist renewed preparation for his eventual task in an atomic onslaught 
Experiences in treatment of acute panics and battle neuroses during World War II 
taughe us that for individuals, therapy en masse is posstble and that we are often 
better off working wigh our minds than with the magic of chemistry. In several 
centers where mass treatment was given, we had to stop the use of sedatives and 
narcotics because of patients’ paradoxical and allergic reactions to them in times 
of collective stress and unrest. Neither a shot of whisky nor a dose of barbiturates 
was helpful under those pressing circumstances 

Moreover, not only are the patients in panic but also the therapist himself. He ts 
trembling or at least in a state of latent panic. In such an atmosphere of mutual 
mental contagion, the awareness of steadfast psychic principles ts of greater value 
than an casy investment in chemical formulations. By exerting actual pressure on 
us, industry ts forcing the public to entertain a novel, almosc sacred belief in its new 
drugs. Ataraxics, chemical pacifiers, and sedatives, potentially dangerous but car 
rying cuphemistic names, may be not only a physical danger but a mental danger as 
well. The growing social habit of swallowing magic pills for any feeling of un 
casiness 1s weakening man’s psychological strength. Our emotional trust and in 
vestment must be in ourselves and not in chemical formulas 

Moreover, when considering indications for emergency psychotherapy, we must 
not direct our thoughts toward mass catastrophes alone. There also exists the tor 
gotten subject of mental first aid on the highways, after trathic accidents. In the past 
in these cases, only the surgeon has been called on and never the psychiatrist. Nort 
long ago I conducted an investigation for a social insurance agency. It was brought 
out that 30 per cent of the patients with so-called long-lasting cerebral concussions 
had not been traumatized at all. They were instead in a state of mental shock as a 
result of the guilt and horror about causing the accident.' Many of the so-called 
traumatic neuroses require emergency psychiatric treatment in order to prevent the 
development of deeper-seated neurotic fixations. I believe this ty also true of the 
various lesser emergencies caused by catastrophe in the family, by disease or death 
of relatives. I think too of the patients acutely disturbed after labor, the acute re 
actions in fever, the various acute psychosomatic illnesses expressed in vomiting and 
diarrhea situations in which too much ts left in the hands of surgeon and internist 


* Presented at the Third Annual Mecting of the Academy of Psychosomatic Medicine, New York City, 
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Acute geriatric disturbances belong to this category as well, because they often 
react so favorably to emergency psychotherapy 

So we may speak of emergency therapy not only when there ts acute need tor 
help during such great catastrophes as war and revolution with their aftermaths of 
panic and confusion), but also for various lesser calamities such as carthquakes, 
floods, explosions, train wrecks. Traumatic occurrences of this type do not usually 
require long-term treatment, but instead call for quick-acting methods of mental 
hygiene that will help prevent the development of deeper neurotic or psychoti 
symptoms. 

This directs our attention once more to the problem of what to do in a sudden 
calamity, including all those emergencies we encounter in the low-cost outpatient 
clinics. The great lesson that experience with emergency therapy and mental first 
aid has taught us is that we have to consider them as an insuthiciently explored in- 
voluntary clinical experiment forced on us by an emergency 

First, | want to deal with this emergency as an experiment 


EMERGENCY AS AN INVOLUNTARY EXPERIMENT OF LEARNING 


A friend of mine recently developed an irritating toothache during a period ot 
great professional tension. After a few days of torture, he went to see the dentist. 
But suddenly, on the threshold of the office, just as my friend was about to enter, the 
pain ceased. He turned around and went back to work and has since been free of 
pain. When he was examined later, the dentist found nothing wrong with the teeth. 


Many physicians have had similar experiences in their practice. We ask ourselves 
what really happened. What subconscious processes took place in this case of 
spontaneous recovery from the toothache? Was it the dentist's threshold that 
aroused certain associations? Was it a hidden castration fear covered up by the 
expectation of a painful dental extraction? Was the ritual of going to a dentist the 
magic feat that produced the curative effect? We might explain this simple clinical 
fact by calling it escape into pseudohealth. Yet, this is covering up a riddle with 
an aphorism. 

As a rule, the less clear the situation ts, the more theoretical are the various an 
swers we are inclined to offer. Yet, we know that in this simple case of arrested 
toothache, several psychological processes are involved that we do not yet under 
stand 

Especially in the acute emergency, we can repeatedly observe how the mere en 
counter between therapist and patient can have a curative effect, with the therapist 
purposely acting as the catalyst. Such observations reveal something about the 
initial interpersonal processes established in therapy. The magic investment in the 
healer still has the same influence now as in the times of shamans and prophets. The 
act of going to the therapist has replaced the primitive ceremonial that in ancient 
times was able to resolve many inner tensions. Part of our overtechnological and 
intellectualized world has forgotten or repressed the knowledge that praying, church 
going, and ritual offerings for curative purposes have a cathartic and healing effect 
that may produce a readjustment of inner drives. Yet the quest for such therapeutic 
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ritual is sall present. The therapist has to be the substitute tor chis lack of cacharen 
function in our actual society 

For some reason, in the medical mind, the concept of short-term psychotherapy ts 
equated with the giving of reassurance. Indeed, there are therapists who adhere to 
this magic optimism exclusively. They require from their patients only surrender 
to and aflirmation of simple formulas religious and otherwise Psychiatrists, un 
fortunately, cannot afford this kind of simple optimism, On the contrary, we must 
oppose such soothing devices, which deny the reality of lite and its ambivalence 
We have to acknowledge pain and contlict, ignorance and misery. Our weapon ts 

honest understanding’ and working through” and not denial” by this or that 
cheerful reassurance. Psychotherapy cannot give casy rules tor success, nor can it 
relieve the patient’s anxiety immediately. Emergency therapy may cause even 
greater uneasiness because it confronts the patient with his contlices within a shorcer 
span of time and o‘fers less opportuaity for the abreaction of tensions 

In a world where protracted analyucal exploration has gradually led to a greater 
Clarification of inner dynamics, the subject of spontancous change and cure and of 
short-term first aid 1s, as a rule, rather suspect. | agree with Alexander and French! 
that there often exists a mysterious discrepancy between the length and intensity of 
treatment and the degree of therapeutic success. Peculiarly enough, | have observed 
that those therapists who openly reject any deviation from orthodox techniques 
often have patients themselves who come once every two weeks or once a week or 
who come merely for what they call psychotherapeutic chats. These therapists 
justity the procedure by saying that this ts not ‘deep’ therapy, although they may 
be ready to admit that every treatment involves all levels of the psyche. They even 
follow a strange ritual in their sessions with the patients who receive such ab 
breviated therapy. The relaxing couch 1s withheld, the patient is seated opposite 
the therapist and must stare into his eves, with both fecling very uncomftortabl. 

Yet, the problem of short-term psychotherapy ts especially urgent for those physi 
cians who treat the innumerable neurotic and psychotic patients who come to low 
cost clinics. Places where longer analytical exploration can be made are sell ina 
minority. Without posing the question of whether it ts really possible to” trigger 
off’ and transform a pathological process into a healthy one by short-time psy 


chological interaction, | wish to emphasize again that tn all mental health clinics, 


short-term therapy and emergency therapy are actually being used. But where we 
would need the most skilled clinicians to solve the dithcult problems that arise, a 
group of students and relatively inexperienced psychiatric residents 1s perforce given 
the task of advising, counseling, and prescribing for those who are in need of skilled 
help. That is why it is so important for clinical psychiatry to establish methods tor 
emergency psychotherapy 

Lack of time, lack of money, and low intellectual capacity of the patient are very 
important factors in determining the type of therapy to choose. Yet Jet us not 
forget that only through our long-term psychoanalytical experience have we learned 
what is happening during transient encounters in clinical therapy 

Long-term exploration is indispensable because of the theoretical insights it 
affords us and because it is the only way to modify a rigid pathological process of 
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long standing. Yet, it has also familiarized us with the dangers that accompany 
lengthy treatment the gratification gained by countertransterence and transference, 
the therapeutic dependencies that develop, the growing compulsions to remain 
neurotic, and the social isolation of the therapist-patient team. Only the emergency 
and first aid therapy teaches us about the spontancous curative processes in the 
psyche. This ts not only a matter of helping people, but often tacts are learned other 
than those brought out in lengthy treatment. Sometimes specific aspects of the 
human psyche are revealed that, if not challenged, would not come to the tore 

In reviewing some of the less well-known techniques that I use myself and that 
I teach to future physicians, | am not thinking of their practical application and the 
surprising successes that have been obtained, | especially want to call attention to 
brief psychotherapy as a form of systematic research. Here we have tremendous 
possibilities because short-term therapy is the very technique that ts used not only 
in clinics but also in counseling and in social casework. In an age when we have 
become too conscious of experimental psychopathology and of artificial psychoses 
induced by drugs, we are not permitted to forget that reality 1s our best experiment 
It is the emergency and marginal situation that teaches us involuntarily how man 
reacts to stress and danger. No experiment is able or even allowed to repeat such 
an emergency situation. 

For instance, several patients with so-called malignant compulsion neuroses lost 
their symptoms permanently under the trial and tribulations of a concentration 
camp, which reveals to us something of the web of environmental factors involved 
in this type of neurosis. Yet, those factors are nearly unexplored. 

I have witnessed a case of catatonia of long duration and long institutionalization 
quickly respond to treatment by a new therapist, indicating that there ts a deeper 
problem of the meaning of human interrelationships. 

It is always the emergency and the marginal experience that corrects our too rigid 
theoretical convictions 

Some of the techniques I wish to discuss here were originally inspired by war ex- 
periences. As chief of a psychiatric department of the Army, I had the responsibility 
for treatment and control of treatment of various neurotic reactions." * Now, 10 
vears later, we are sufliciently removed from that emotionally charged pertod to 
compare the experiences of those days with the ones of today’s psychiatric clini 
I can safely say that the experiences gained during the fateful war years in various 
emergency situations can be utilized to the best advantage in today’s clinics 

As a result of these war experiences, psychiatrists have become more aware of the 
value of mental firse aid. Emergencies often forced us to clarify our thinking, to 
apply more simplified principles, and to dispense with many of the scientific tech 
nicalities. At the same time, we were shown that the emergency methods work 


In general, we encountered three pitfalls in medical thinking among those who had 
to use such emergency therapy: (1) Because of the rapid change and or cure that took 
place in many cases, the therapist had a tendency to deny deeper unconscious factors 


and ambivalences altogether, on the basis that what ts not experienced does not 
exist 2) The impact of the rapid therapeutic successes made the therapist fecl 


omnipotent. Much of his actual counseling and therapeutic guidance acquired the 
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character of divine exhortation instead of being a struggle tor insight 4) There 
was a tendency to deny the possibility of a spontaneous cure or improvement without 
medical intervention. This ts especially a fallacy of the cager therapeutic mind, as 
though no cure were possible without therapeutic intervention from outside, Yer at 
some time or another, everyone has had the experience of a favorable change in a 
frustrating vicious circle broughe about instantaneously and without such medical 
intervention 

Therefore, | believe that the concepts of crisis and of sudden change in a path 
ological process have to be explored more intensively. Emergency psychotherapy 
teaches us something about the shocklike effect and stormy character of the initial 
transference that takes place in some cases and about the acute dependency that may 
be formed in cases of this type. Electroshock and pharmacotherapy often cause the 
same intensified transference relationship, even though the therapist may be unaware 
of it. Sometimes | have a fecling that the therapist 1s walking along a narrow path, 
that there is a scant equilibrium between health and sickness. One can push the 
patient to the right side or in the wrong direction. (There come to my mind several 
cases of acute neuropsychoses developing after childbirth.) Yet, we do not always 
know in which direction to push 

The forces of regeneration and spontaneous cure also work outside the consultation 
room. The patient often gets better in spite of therapeutic endeavors. This makes 
it so difficule to evaluate the results of special techniques. In the many clinics 
thousands of patients are treated, counseled, talked to, given barbiturates, and then 
hustled out. And then, having been aware of one's own shortcomings, one happens 


to meet such a patient years later. He will report that the few treatments he had 


changed his entire life. We often forget the trigger effect the treatments can have in 
Only through such catamnestic in- 


determining what road a patient may follow. 
vestigations do we learn something about the preventive aspects of emergency 
psychotherapy. And today, we may safely state that short-term psychotherapy ts onc 
of our most important means of furthering mental health on a large scale 


HYPNOCATHARSIS COMBINED WITH AUTOHYPNOSIS 


One of the difhiculties encountered in the psychiatric outpatient clinic, particularly 
a clinic dedicated to the practical education of medical students, ts the limited 


amount of time available for treatment and the limited number of therapeutic sesstons 
that can be given. Often patients are seen only once every two weeks with only 20 


minutes avatlable for an interview. In order not to fall back on symptomatic therapy 


and to maintain the inital rapport and transference, which so often lead to a decrease 
of anxiety and a lessening of internal turmoil, | make use of hypnocatharsis combined 


with exercises in autohypnosts done by the patient at home. This emergency method 


grew out of an urgent need for directions for members of the resistance during World 


War Il, who wanted to be prepared for the eventuality that they might be subjected 


by the enemy to third degree and torture what we now call brain-washing, Auto 
hypnotic exercises proved to be useful 


In the clintce the general principle of muscle relaxation by giving systematic 
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attention cto several muscle groups) and its influence on mental functioning are 
explained to the patient. Then, after an initial relaxation exercise, he 1s put under 
light hypnosis. At the end of the first treatment the patient 1s asked to le down at 
home at the same hour every afternoon or evening and to repeat the relaxation 
exercises by himself, after which he ts to meditate about the different questions that 
have come up at the clinic. The words hypnosis and or autohypnosis are not men 
tioned to the patient. He is asked to recall the images the therapist provoked in 
him during the period of muscle relaxation. Some umes, as a result, all conscious 
imagery disappears trom the patient's mind and he talls asleep 

he clinical sessions preferably at a frequency of once a week are used tor 
further psychotherapeutic exploration after the short relaxation session ts fintshed 
According to my experience, childhood memories come through more casily, and 
dream material is more readily remembered. It ts amazing how faithfully most 
patients follow the instructions and put themselves into the daily state of muscle 
relaxation and autohypnosis in order to reathrm according to our interpretation 
the transference relationship. Following are two examples of such therapy 


1. A young man who had already gone through various treatments for a facial ac with sluggish rhythmic 
ontraction that looked like an athetoid movement did not react successtully to any brief psychodynamn 
exploration. When I started the relaxation exercises calling them pure relaxation immediately fell 
into a hypnotic stat The tic, however, did not disappear, While in this state, he was isked to maintain 
the treatment at home by devoting five minutes every day to this systematic relaxation of muscles and 
quict meditation. The next week he reported that at home he often fell asleep after the relaxation period 
and later awoke refreshed. Spontaneously he told us that he believed the te had diminished 

Childhood material that was brought up was rather significant. Especially important was his com 
plete dependency on his mother and his wife. He produced various scoptophilic memories with which 
the tic proved to be connected. After the sixth session-—and after a thorough ventilation of his relation 
ship with his mother —the tic disappeared and the patient was able to act more in accordance with his 
own initiative and planning. He was impressed by the necessity to become more independent and self 
sufficient. After the tenth session he was dismissed as sufficiently improved; during this last session th 
suggestion was given that from now on he could be influenced only by himself and that he had to resist 
any authoritarian suggestions from others. A follow-up after three months showed that he felt more self 
assertive and was still free of the tic. The various unconscious roots of the tic remained essentially unknown, 
though | was able to explain it as a facial defense mechanism against some old tendency to peep How 
ver, in this case the fact ts important that the treatment initiated spontaneous changes in the patient, 


vhich continued to evolve even after the treatment was stopped 


\ 72 year old woman who suffered from recurrent manic-depressive reactions, which had required 


repeated hospitalization, was able to stay at home with our method. The moment she felt anxiety coming 


m she went to her room and took what she called a ‘therapeutic nap She relived the therapeutic session 


ind was thus able to check her excitement 


This torm of combined therapy has its counterindications too. It may have the 
tendency to increase the dependency needs, especially in borderline schizophrenics, 
and T ascribe the sudden onset of a schizophrenic breakdown in one patient to this 
mode of action. In his lonely moments of autohypnosis at home, he had to face 
unconscious material that was too disturbing. Yet, after having applied what I 
sometimes call an extended transference strategy in more than 100 cases, I can say 
that for most patients the method was a satisfactory means of filling the time gap 
that usually exists between visits to the psychiatric clinic 
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Theoretically this form of emergency therapy poses many questions, What torces 


are involved in our procedure? Hypnosis? Mere relaxation? Forcing the patient 


into a more intensified transference? Simple coercion? Yet, comparable mental 
processes take place in all forms of therapy, and more claborate research stall needs 
to be undertaken in this area. Schultz® has directed his attention to the impact ot a 
systematically trained autorelaxation on body and psyche The same process ts 


carried Out ina much more ritualistic form in yoga exercises 


HIRST AID 


The second technique mentioned here, that of first ard hypnocatharsis, was cs 
pecially developed as part of frontline psychiatry during World War [Lin order to 
treat acute panic reactions among civilians and soldiers. The importance of rapid 
first aid does not have to be emphasized because it ts generally known that only 
carly treatment can prevent the fixation of neurotic symptoms. The method also 
lends itself to the mass treatment of patients during panics, and any clinical setting 
could be used for this form of “mental first aid.’ 

The panicky patient ts received in a small, semi-dark cubicle, several of which 
could be included in the clinical setting. He is given coffee or hot soup and biscuits 
(bromides may be added to the soup) and ts asked to lie down on the couch and wait 
for the therapist. During the War we gave extra cigarettes as a calming influence. 
The use of alcohol or barbiturates or other sedatives at this point is sharply contra- 
indicated because they often cause paradoxical reactions and increased excitement 
Lying down after such oral gratification promotes a condition of inner expectancy 
Then the therapist enters the cubicle and starts the treatment with simple, relaxing 
hypnosis, indicating that he wants the patient only to rest and sleep, the therapist 
promises to return in 15 minutes to talk to the patient about his frightening expert- 
ences. It does not matter whether, at this point, the patient sinks into a deep or a 


superficial hypnosis he 1s adequately prepared to yield and to be helped 
When the physician returns, a few words of suggestion are almost always cnough 
He 


again relives the experience, which he usually reports to the therapist in a whining 
Ten minutes later the patient 


to bring the patient's consciousness back to the anxiety-provoking situation 


mood yet, already from a certain mental distance 
is again given the suggestion to sleep and rest, and half an hour later, most of the 
patients can be dismissed to face reality again 

I used the same method in Holland, during the War, in repeated sesstons with 
several neurotic patients in a large outpatient clinic. The combination of oral grati- 
fication, lying down, resting, and surface hypnosis usually induced the patients to 
reveal hidden emotional material, it also produced a change in the anxiety pattern 
and, finally, led to relief of neurotic symptoms 

This method, which grew out of an emergency situation and was used primarily 
to bypass coercive narcoanalysis (which also had its physical dangers in mass ap- 
plication), has some as yet unresolved theoretical aspects. Further research may 


reveal exactly what is going on in the patient’s mind when he submits to this emer 


gency therapy. 


EMERGENCY PSYCHOTHERAPY Veerloo 


Although the psychiatric clinics are stall resisting the use of simple oral grat 
fication as an adjunct cto their therapy, businessmen are using this method more and 
more to lure their’ patients’ into a mood of receptivity 


THE PROLONGED INITIAL INTERVIEW 


As a last example of an emergency technique, | wish to emphasize the peculrar 
cathartic effect of a first interview of long duration. This technique, too, grew out 
of emergency situations created by the War. It was applicd in the case of some fighter 
pilots whom we could sce only once or twice betore they had to leave on a new flying 
mission. Since I knew theoretically that their symptoms were based mainly on the 
revival of infantile experience, I tried to bring out as much of their personal history 
as possible. I soon realized that the usual single © 50 minute’ hour was much too 
short for that. Often the initial encounter with a patient with battle neurosis had 
to be extended to at least three or four hours. First, the actual complaints were 
talked through; then the patient had to tell his life story and describe his previous 
neurotic reactions, his fears and ideals. [let the patients cry and laugh and let them 
abreact their self-pity; they could rave against their superiors and beat the couch, 
but T wanted them to tell me the whole truth 

I knew, of course, that not everything could be elicited this could not have been 
done tn even 100 hours — but the amazing thing was how much unconscious material 
did come out during this initial interview. This was possible because resistance had 
not yet been built up. A full catharsis was the result, however, and the patient 
usually left the session as though he had gone through a cathartic shower 

Gradually, repeated experiences of this kind made me aware of the fact that with 
some of my new patients I should abandon the one hour ritual and give them more of 
my time while their resistance still was at a minimum. Not that we are always 
able to use this material for interpretation, but the initial pouring out as such usually 
has its shocklike cathartic effect. It 1s certain that during the initial interview, 
various intrapsychic processes are set into motion in which the patient's magic ex 
pectations, his initial transference needs, his need to break down and to display 
aggression and self-pity play an important role 

During the War there was much discussion about the mysterious "' shocklike™’ 
influence of the one interview. When, during the first prolonged interview, deep, 
unconscious, and even very painful material is brought out spontancously, there ts 
no danger involved. The stormy initial transference makes the “confession” safe, 
and secondary defenses repress it safely again. We often hesitated to give a second 
interview, knowing that the rapport was not so intensive and not so cathartic any 
more 

The following case 1s an example of such a shock-producing first interview 


A young man in an acute, catatonic-like anxicty state was sent to me by a general practitioner, who 
distrusted the cleceroshock treatment that had been suggested by colleagues. He wanted my opinion 
about the case. Fortunately, | could sce the patient during a free week end. During the first hour h 
could scarcely communicate anything about his inner agitation and anxiety, he only repeated monotonously 
that he was afraid of electroshock.” There were long periods of silence interrupted by my questioning 
ab oat his childhood, as | was trying to stecr him away from his surface preoccupation. During the second 
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hour of the same interview the paticnt felt more familiar with the situation, although | still had to tolerate 
prolonged silences. [ assured him that even if he wanted to sleep or rest, that was all right. He gradually 
started to talk with greater case about his childhood and the ambivalent feclings aroused by his domineering 
mother This gradually led to the discussion of other fears and panics in his life, and then, during thy 
third hour, the actual events came into focus again and were finally revealed under considerable emotional 
pressure, The immediate cause of his anxiety was the pregnancy of his girl friend. What aggravated th 
situation was the face that he did not even know whether the child was his or that of his friend Th 
woman had asked him for money for an abortion, and that had set into motion a chain of emotional con 
thiets his jealously, a latent homosexual tie to his friend, financial problems, the fear that his mother 
would find out, horrible fantasics about th possible complications of abortion, th panic caused by th 
renewed threat of clectroshock All the horror was vented with the patient crying vehemently After 
three and a half hours, he calmed down again, started to smoke a cigarette, and told me that he had just 
decided he would refuse the woman the money since he was sure that the child was not hi He was then 
able to talk about the woman's attempt at emotional blackmail when she realized that he was a rather 


timid, sensitive young mat the needs clectroshock,’’ he blurted out 


Important in this case were the cathartc effects of the patient's first opportunity 
in life to vent emotions verbally and his direct and prolonged contact with a re 
ceptive therapist. He freely expressed his dread of the ‘magic’ assaule with an 
clectric gadget, which had made the former therapist a virtual demon. As a matter 
of fact, my patient had never seen the physician. A nurse had been the intermediary 
and diagnostician between the boy and the omnipotent magician 

I saw this paticnt once or twice afterward during short visits. The woman had 
taken his firm decision rather well and had obtained help from his friend. The acute 
catatonic-like syndrome, the resule of a combined heterosexual and homosexual 
panic, had disappeared completely. Under the overwhelming influence of the initial 
transference, he was able to decide that he would not assume a burden of guilt that 
he did not inwardly accept. [Tam aware of the fact that this was not a cure, only a 
removal of symptoms, and that there was a certain danger that subsequently part of 
the latent psychotic material might come to the fore. But lite does not always 
present this type of coincidental interaction of different trigger’ situations. Also, 
the patient was not in a financial position to afford lengthier exploration of the 
deeper strata of his disturbance 

With an acutely psychotic patient, our goals of therapy must obviously be differ 
ent, and in cases of chronic compulsive behavior disturbances, long-term exploration 
of symptoms ts usually indicated. Yet in such cases too, during the War I have seen 
sudden changes for the better under the influence of experiences that caused mental 
shock, One of the thoroughly analyzed chronic compulsive patients lost his symp 
toms only after having gone through a concentration camp, where he finally had a 
tangible target for his hatred 

The important problems to be solved in years to come are the scientific exploration 
and evaluation of these emergency methods and the comparison of the results ob 
tained with these marginal methods with those obtained in cases of the same type 
treated by means of long, careful psychodynamic exploration. Psychoanalytical 
techniques remain the essential tools for our theoretical knowledge, although in our 
practical procedures, we are often forced to depart from the established routines. 

Nevertheless, emergency psychotherapy and the initial interview can be especially 
useful in the service of diagnostic exploration. In my opinion, every treatment 
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should start with an exploratory interview during the tirst sessions. T have seen 


patients who made their own diagnosis and selected their own therapist and couch, 


and from that point on, they submerged in" silence and guilt by free association 

I have scen patients with so-called borderline psychoses Bleuler called them epi 
sodic psychoses enter into a long-lasting, although modified, analytrcal treatment 
although the favorable prognostic expectation of spontancous cure should havi 
indicated an emergency treatment, namely, short-term psychotherapeutic inter 
vention 

Much more could be said about the various psychodynamics activated during and 
after a short encounter between physician and patient. [have limited my choi 
in order to emphasize once more that the process of emergency psychotherapy and 
mental first aid deserves merely because of its direct expersmental value a renewed, 
systematic investigation. Short-term psychotherapy ought to benefit from our ex 
periences with long-term psychoanalytcal treatment, and we must drop our prejudice 
that cure of a mental disorder is impossible under time-limited or money-limited 
circumstances. Our knowledge of curative psychodynamics in both procedures ts 
bound to gain as a result 

To return to my friend with his irritating toothache — he 1s well at this moment 
and the dentist has still not found any specific cause for his pain. Yet, what a varicty 
of problems he represents to psychiatrists. For us, the area of his mouth ts a sensitive 
emotional barometer that issues a warning whenever he tends to become overcharged 
with upsetting problems. His abortive visit to the dentist's oftice evidently had 
manifold unconscious meanings. 

Our subject of emergency psychotherapy is full of headaches and toothaches 
My discussion may not have taken all the pain away, but I hope it will have given 
us the feeling that the management of acute mental problems ts a real challenge tor 
psychiatry. 
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“Flight into Health” 


A Pitfall in the Evaluation of Psychotherapy 


George ]. Train, M.D., F.A.C.P 


INTRODUCTION 


The psychological detense mechanism known to psychoanalytical circles as“ thghe 
into health’ constitutes a pietall in the evaluation of psychotherapeutic results and 
accounts for variations in the response of patients to different physicians and treat 
ments. It sabotages understanding and deduction in the science of therapy. More 
over, while it may provide temporary relict from illness, too often the final result ts 
a worse relapse. Indeed, “flight into health’ merits caretul study 


DEFINITIONS 


Phe following definitions are useful for the discussion of tlight into health.” 
Detenses' are unconscious psychological dynamisms used by the ego, that organized 
part of the psyche, to avoid the discomfort of facing unpleasant truths, (2) Re 
pression is a major detense used by an intantile ego, it rejects the unpleasant from 
consciousness and struggles to keep it locked in the unconscious. Great and continued 
expenditure of energy ts required by this process. Repressed material 1s autonomous, 
beyond conscious control, and influences strongly reactions to current situations 
In passing tt 1s well to note Freud's ortentation:’ The tendency to represston must 
be traced back to the organic basis of the character, upon which alone the psychic 
structure Flightinto health’ “1s another ego detense, the sufferer drops his 
symptoms and appears healthy, This occurs when the protective neurotic structure 
is threatened with dissolution and the ‘return of the repressed’’ ts imminent. Al- 
though quite common, its statistical incidence ts unknown. It develops in certain 
persons undergoing psychoanalytical treatment, in spontaneous remissions, and 
through the “helping” efforts of others, professional and otherwise. Specific 
therapy 1s causally directed and recovery ts classifiable as cure; nonspecific treatment 


is ‘accidental’ in its results 
CASE REPORTS 


Only pertinent data are presented in the following brief case reports 


Nonspecific Therap) 

Recovery 

Case 1. K. 1, aged $6, a successful broker, suffered gastrointestinal symptoms and then involutiona 
depression when his only daughter married. Psychotherapy was recommended, but no psychiatrist 


satisfied the patient. | recommended that he return to a well-qualified psychiatrist. Six months later | 


* Presented at the Third Annual Meeting of the Academy of Pswchosomatic Medicine, New York City, 
Oct. 3-6, 1956 


met the patient socially, and he intormed me that he was “cured” by a dict he had heard publicized on a 


radio program. He has been followed for a period of seven years and has remained “well” by commor 
criteria 

Case 2. H. L., aged 38, a successful merchant, complained repeatedly about his stomach, bowels, and 
heart, and took much medication, He suffered acute panic when tempted extramaritally and shortly 
thereafter settled into agitation-depression with suicidal impulses. During 13 sesstons, in which suf 
portive and suggestive measures were utilized in preparation tor analytical psychotherapy, he ventilated 
ageressive, hostile, suggestively homosexual impulses, became and has remained without 


physical complaints tor cight years 


Revapses.. 

Case 3. B. G., aged 42, a married woman, suffered involutional depression. Indications for psycho 
therapy had been noted in the past. During cach of ewo pregnancics she was bedridden throughout: sh. 
suffered severe nausea and vomiting and required intravenous feeding. She confided that she had episode 
of insecurity, depression, headache, and gastrointestinal symptoms, for which she used nonprescription 
medication, She rejected intensive psychotherapy. The conflict remains and the relapses worsen 

Case 4. N. G., aged 49, a professional man, had suffered paintul nocturnal erection for years, and 
since he experienced poor orgasms, he held his wife responsible. He sought extramarital relief, concerning 
which he suffered guilt and anxicty. A urologist warned him against sexual intercourse, his prostat. 
was massaged, with temporary relicf, in repeated courses. With worsening relapses, his emotional litt 
became seriously involved. Temptation, hate, guilt, and fear led him to consider divorcee, but he decided 
to try psychiatric treatment. It is interesting that the patient had not come to treatment for his urological 
condition, but rather for anxiety. Yet psychoanalytical therapy improved his somatic status, eliminated 
the need for prostatic massage, and drew attention to a character neurosis. The paticat ts sell under 


going treatment 


Specefic Therapy 
Case 5. T. F., aged 36, a professional man, had had recurrent episodes of depression for years, which 


had persisted continuously for the previous one and one-half years. Electroconvulsive therapy failed to 
relieve him. His family physician had learned of my studies on narcoanalysis' and recommended it to the 
patient. We recognized cach other as former acquaintances and excellent rapport was established. After 
one year of therapy, we uprooted a terrifying experience of incest at a young age with an aggressive older 
sister. The patient regressed and abreacted this episode, he then felt capable of terminating treatment 
Follow-up of 11 years indicates cure 
Case 6. C.C., aged 32, a successful executive, had a childless marriage. When his paramour demanded 
marriage, he developed agitation-depression. Intensive psychotherapy for two years clicited latent homo 
sexuality and the need to convince himself of masculinity through extramarital cxperiences, A strong 
maternal fixation and severe hatred for his father and siblings was evident. The patient felt well cnough 
to interrupt treatment, and by common standards, he was indeed well. A year and a half later, after s« veral 
business worries, he became interested in another woman and again became depressed. It required a period 
of approximately six months to elicit, with regression and abreaction, the trauma of witnessing, at th 
f 3, parental sex act. Followed for a period of seven years, this patient has been cured. He has with 
ommercial difficulties, has taken over a good position, and has supported his wife during trying 


s with her family 


Brody® records the following case. He was consulted by a patient who had had 
peptic ulcer and colitis complaints since his mother’s death from cancer of the breast 
It was suspected that the patient had a repressed infantile fear that love of mother 
meant cating her cannibalism. By chance the patient learned of this suspicion, and 


within a week he was dead of a perforated gut a psychosomatic sui ide 


COMMENT 


Claims of cure require careful analysis. The history of treatment ts largely that of 
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nonspecific therapy with emphasis on faith in the medium and in the method. Taboo 
cure employed ritual and incantation; the miracle cure uses prayer and the ‘touch 
of the hand.’’ Until recently, medical schools neglected causality in the patho 
genesis of neurosis and lett the sterile placebo and suggestion methods to the inter 
ested student. Today, scientific medicine recognizes that symptomatic relief ts not 
a reliable criterion of therapeutic effectiveness in neurosis and 1s no different from 
its historical predecessors. Witness the treatment of obesity and asthma. Specific 
screntuihic psychotherapy ts, however, another matter. It ty directed to the cause 
it attempts to expose the unconscious complex and then leave the body to heal 
itself, much as Pare thought, “I dress the wound and God heals it.” 

Flight into health” results from nonspecific therapy. To distinguish from cure, 
a briet study of psychodynamics ts appropriate, Organic tactors, regarded with 
deep respect, are omitted from this discussion as being the province of other investi 
gators. Man ts trapped in his matrix. “Tired of living and fear'd of dying,’’ he 
cannot flee from nor destroy his enemy. He wears a mask beneath which ts the all 
too familiar savage) A moral code forces control of sexual and aggressive impulses, 
prescribing when their expression ts punishable or permissible. Any attempt to 
explain human behavior was sterile in pre-Freudian days, largely because it dealt 
with the contents of the conscious mind. Freud gave us the courage and the tool 
with which to look behind the mask. His revolutionary thinking led to two basi 
premises: (1) The precept that unconscious mental activities occur in a reservoir of 
vegetative biological drives and of associated repressed carly childhood experiences; 
2 the principle of psychic determinism, as well stated by Kaoighe:' the indi 
vidual’s total makeup and probable reactions at any given moment are strictly de 
termined by all the forces, carly and late, external and internal, past and present, 
which have plaved on him and are playing on him.” 

These basic premises give us a sharper understanding of the neurosis. In an at 
tempt to keep us from destroying cach other for food and sex, the egotst T° muse 
become the social “we, the unmoral child 1s intimidated to become the refined, 
moral man. In the process, man spins a neurotic web and develops a character 
armor that is considered “normal.” Its origin lies in conflict, especially during the 
preverbal phase. Vegetative drives seck discharge. But external restraints, including 
the uterine squeeze, the battle of the nursery, and the family romance, impose them 
selves as the initial agents of society. The drives are dammed up to produce psychic 
awareness of dysstasis fear and hate and with gratification homeostasis) comes 
love. Through shame, guile and punishment, hate and love must be suppressed and 
then repressed by the child or, he thinks, he will be abandoned by his mother 
These experiential phenomena constitute primal repressions. They form uncon- 
scious, emotionally charged memory traces, subject to the control of an inner restraint 
agency, the superego, and they make themselves evident to the conscious mind in 
anxiety feelings. This system is not static. It is a dynamic interplay of ineffaceable 
vegetative forces secking discharge and counterforces damming them back. A com 


promise formation ensues; a mask ts established with behavior indicating normal 
adaptation to community standards. The difference between normal and abnormal 
behavior ts quantitative. The effects of a psychic experience are determined not by 
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content alone but especially by vegetative energy mobilized by the experience and 
immobilized by the repression. Given an organic anlage, abnormal, neurotic, and 
psychotic behavior develop from the traumas of disturbed parental and environmental 
influences. Here the memory trace 1s more severely charged emotionally and forms 
primal pathological complexes. These complexes are strong, are independent of the 
ego, and go their autonomous way, pushing symptoms, especially anxiety, before 
them. If released too soon, to the conscious, these complexes are destructive.’ As a 
sample of their development, a refined, very sensitive patient with gastric complaints 
and well advanced in therapy recalls: ’’ Mother said you are not supposed to have tee! 
ings in the vagina’ only in the mouth. She said: Be a good girl and cat. But | 
like feelings in the vagina. So I cross my knees. That's why women run to doctors 
with a discharge saying: Here, look, put your fingers in. 

This dynamic-genetic concept of neurosis gives us a vardstrck with which to 
evaluate treatment. Specitic therapy cases § and 6 aims to relieve symptoms by 
laying bare the malignant complex that burdens the ego. This 1s comparable with 
surgery, which demands the destruction of the last malignant cell to assure cure 
in cases of cancer. The ego ts then freed to test reality and establish a healthy adapta 
tion to personal needs and social restrictions. Nonspecitic therapy (cases 1, 2, 3, 
and 4), on the other hand, 1s symptomatic therapy. [ts aim ts to eliminate symp 
toms, but it attempts to do so by dealing with the quantitative tactor alone and not 
with the total repressed material. That theory of explanation and therapy that 
avoids the contents of malignant complexes has enormous appeal for the sufferer 
and the community, including many physicians. Secondary factors, such as over- 
work, overstudy, poverty, are blamed as causative, and only the poet is allowed to 
voice the Ocdipean desire: ‘I want to marry a girl like the one who married dear 
old dad.’ With Macbeth, the civilized world secks ©’. . . some sweet oblivious 
antidote [to) cleanse the stuffed bosom of that perilous stuff, which weighs upon the 
heart."’ The reason for this is the danger of knowing the complex, of feeling its 
full affects. 

The dynamics of neurosis also suggests how a patient takes flight into health 
The choice of therapy ts made by the patient and 1s based on parent-child relation- 
ships. Just as primitive man has faith in the treatment tor his taboo disease, modern 
man has faith in a cause for his illness, the method of treatment, and the medium 
he consults, be it medical, spiritual, or ‘quack.’ All these treatments aim for re- 
pression, they provide strength narcissistic supplies. There are several types. The 
listening physician lessens the tensions of the unconscious (cases 2, 3, and 4) through 
permitted catharsis. The tender, loving, inspiring care and interest, the “touch of 
the hand,”’ the pill box, the special dict given by the physician, who, like Para 
celsus, believes, “All I can give my patient ts love’ all these uplift his patient, 
strengthen his ego for the task of repression. There ts also the punitive practitioner, 
who assists his patient in paying tribute to his superego by exorbitant fees, surgical 
procedures, Dutch uncle talks, threats to “get better or else,’’ deprivation (as in 
case 1), or wild analysis. Whatever the method, when the patient takes flight into 
health from the ‘perilous stuff,’’ the result is calamitous. A false sense of achteve- 
ment is experienced by both patient and physician. The former drops his symptoms, 
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represses his contliet, acts and the physician ts intlated “like the crow 
who thinks the sun rose for him.” 

When a patient takes flight into health, serious problems arise. With age, worsen 
ing relapses occur and the patient becomes less flexible mentally. Psychiatric diag 
nosis and treatment are delayed. The particular treatment used, legitimate and other 
wise, becomes fixedly associated in the patient's mind with cure. Malignant quirks 
of personality remain to plague the family and community and reappear in the next 
generation through parent-child relatronships 

Yet in spite of these dangers, 1atrogemic use of flight into health ts feasible tor 
those patients who are not analyzable. Our responstbility ts to provide this therapy, 
to keep these patients under observation, and not to lose them to charlatans 

Knowledge of psychodynamics is then necessary. It spares the physician from 
deluding himself into believing his efforts are curative. It trees him to continue his 
growth in scientific therapy. Tt enables him to learn to distinguish those for whom a 
‘flight into health” 1s best, for unforgivable ts encouragement by the physician to the 
analyzable to take thghe’ or to link their illness to gross physical abnormalities 
Finally, armed with understanding of interpersonal relationships, the physician can 


intelligently apply methods of psychotherapy 


SUMMARY AND CONCLUSION 


An attempt has been made to bring to attention flight into health a psychological 
defense. Its definition and its method of interference with the evaluation of thera 
peutic results were dynamically explained. Unless treatment directed to causes ts 
employed, the physician should not tool himself into losing sight of objectivity and 
consider himself specially gifted when the patient recovers. Rather, he should 
recognize that the patient has the peculiar ability to take flight from unpleasant 
truths into apparent health.’ Some dangers of this mechanism have been men 
tioned. Yet for certain patients, this defense is practical and the best a¥ailable 
treatment and should be organized into a protective system. On the other hand, 
the struggle against neurosis ts dithcule enough without physicians encouraging re 


pressive flaghte therapy indiscriminately. Awareness of dynamic psychiatry becomes 


essential so that intelligent psychotherapy can be applied 
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Symbols and Life’ 
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For the second time, led by the hand of a learned and dedicated man, we venture 
into a vast and mysterious palace, seemingly boundless in time and space 
fortunate that the author of this book, an expert and confident guide, precedes us, 
opening windows and turning on lights, luminating the dark corners of the world 


It 1s 


of symbolism. 
In my opinion, this exploration of the symbolism of Oriental rugs, because of its 


wider horizon and greater depth, is even more important than the one the samc 
author conducted a few years ago. Like the second part of Beethoven's Third 
Symphony, the second part of Don Quixote, and Mark Twain's Huckleberry Finn, this 
sequel is far superior to the first work. With his mind in inspired flight, with 
the treasure chest of his scholarship, the author attains a splendid cultural maturity 
in this fascinating book 

Since symbols have become one of the most important components of our civiliza 
tion, anything that may help to understand them better will also help to a better 
understanding among men. The language of fanatical dogma ts based on rigid terms, 
the language of science, on metaphors. And the metaphor is basically a symbol, 
the expression of something ineffable. For this reason the language of science 
needs the vividness of similes and images. The ever-increasing progress of atomic 
physics, psychiatry, and all the natural sciences 1s based on the bold and prodigal 
use of metaphors and symbols. 

Our modern life as a whole is influenced by symbols that sometimes stimulate 
world harmony and progress and sometimes, unfortunately, incite hatred, destruc- 


tion, and war. Man has always been, as Goethe said, “outwardly limited but 


inwardly limitless.” 
Man first appeared on our planet as a pitifully frail and helpless living being 


But in the bony box of his skull a treasure was hidden. The spark of intelligence 
harbored in his brain compelled him to defy and eventually to master Nature 

One momentous day he learned how to increase the strength and the length of his 
arm by carving the first coliths or stone axes, which he used first as weapons, later 
as tools, and finally as chisels. With this new tool, man was able to engrave upon a 
fragment of Nature a psychic form that existed only in his mind. On the day he 
began drawing on the moist stone walls of caves first for magsc purposes and later 
for aesthetic reasons man created art and science, his two future supreme activities 

Sometimes he drew representations of the natural forms he saw around him 
women, hunters, beasts, and bees; from these baroque biological forms, the sur- 

* This article is the author's Foreword to the book Stems of Lifeby Harry Raphachian New York, Anatol 
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realistic art of our ame developed. At other umes, he enjoyed producing purely 
geometrec forms which Plato would later consider the most authentic expression 
of pure beauty and from which the cubise and abstract art of our ume developed 
Art, therefore, preceded writing. Since itis the transmission of thought by means 
of graphic or plastic signs, writing in the beginning was ideographic and picto 
graphic. Images were used before man learned to represent sounds in phonetic 
writing. The representation of objects and persons was the first means of com 
municating thought. This was tollowed by symbolic and hieroglyphic writing 
When language and writing were developed to what they are today, there were 
buried in the spoken and written word countless images, emotions, and concepts 
that could not be adequately expressed in words and therefore became symbols 
These limitations in the expression of thought had two consequences: human 
communication became more and more difficult and even dangerous, originating 
semantic misunderstanding among individuals and peoples that resulted in quarrels 
and wars, it also repressed at the bottom levels of art and human thought fragments 


of ideas, concepts, and emotions that took refuge in the symbolic art of primitive, 
archaic, and classical peoples and in the art of the individual artiste in all eras. Like 
sleeping fossils of the mind, these fragments have been waiting for centuries for the 
loving hand that would awaken them and expose them to the light that would 


reveal their true color and meaning. 

Such has been the patient labor of love accomplished by the author of this book 
As a psychiatrist, | applaud his achievement. Today the new organicistic approach 
to psychiatry confirms the existence of a metabolic and biochemical substratum of 
psychoses. But if we are able to understand the psychological content of neuroses 
by interpreting the data of personal biography, the psychological content of psychosis 
cannot be interpreted on a personalistic basis. If we want to understand the meaning 
of the broken mirror of delusions, of hallucinations and dreams of the psychotic, 
we must study the images existing in the collective stratum of the unconscious mind 
These images are the same as those found in the myths, legends, and lore of primitive 
peoples as well as in hicroglyphic and symbolic art. This explains why the study of 
symbols is so valuable as a means to understanding the significance of the psychotic 
material found in schizophrenia and other mental diseases. 

Symbols are also invaluable in understanding ourselves and our fellow men, 
in the appreciation of art, and in facilitating human relations and communication 
Human gestures are also living symbols, and gestures are made with the hands — the 
first thing to move when a human being ts born and the last to move when he dies 

If the tongue as a vehicle of intelligence represents the brain, the hands have 
always symbolized the heart. Classic authors believed that special veins linked 
the hands with the heart, particularly the finger on which the wedding ring ts 
placed, a gesture symbolic of the surrender of the heart 

The hand that created symbols, whether with the polished stone tools of prehistoric 
man or with the brush and chisel of the Renaissance artist, was the supreme vehicle of 
human impulses charged with emotion. The knowledge and understanding of such 
symbols, as presented in this book, may one day lead us universally to that most 
noble of all symbols representing peace and love hands clasped in brotherhood 
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The Incurable Wound and lurther Narratives of Medical Detection. wervon rovurcnt 
Boston, Toronto, Little, Brown and Company, 1958. Pp. 177. Price $3.50 
The first collection of medical narratives by Berton Roueche, entitled Eleven Blue 
Men and Other Narratives of Medical Detection, was a tascinating adventure in medical 


reporting. The Incurable Wound, a compilation of six true medical stories, all origi 


nally published in the New Yorker, 1s even more absorbing, and it 1s to be hoped that 


the series will continue 
The title story, “The Incurable Wound,’ describes the first realization that bats 


of the United States are subject to rabies previously it had been thought that 


only the vampire bat of Latin America could be rabid 

In “The Most Delicate Thing in the World’ ts portrayed a typical Saturday 
might at the Poison Control Center of the New York City Health Department 
Because of ignorance and carelessness, an average of 150,000 cases of drug and house 
hold chemical potsoning occur every year in the United States. As presented very 
interestingly in this narrative, it ts the yob of the Center to give physicians informa- 
tion on contents of and antidotes for toxic substances commonly found in the home 

Perhaps the most exciting narrative 1s “Ten Feet Tall,” which provided the 
scenario for the motion picture Breger Than Life. When cortisone ts given to a school 
teacher with periarteritis nodosa, his disease responds immediately, but his behavior 


changes even more dramatically. Exciting and suspenseful is the story of this 


man’s reactions and their effect on his family 
Three other narratives complete the volume a collection of exciting © medical 
told with great skill, technical knowledge, and mastery of suspense 


mysterics: 
This colleccion will be absorbing to both layman and physician 


technique 


An Introduction to Electrocardiography, 1. scuamrorn. Springticld, Charles C 


Thomas Publisher, 1956. Pp. 58. 106 illustrations 

Although this book does not provide complete and detailed coverage of the com 
plex subject of clectrocardiography, it clucidates basic principles and concepts with 
a clarity and directness that should simplify the struggles of the beginning student 
in this tield 

Atter a description of basic technique in the operation of the clectrocardiograph, 
the author covers myocardial death, injury, and ischemia; bundle branch block; 
ventricular hypertrophy, the effece of digitalis and potassium; and disorders of 
cardiac rhythm. Elementary clectrophysiology 1s discussed in an appendix. The 
book 1s profusely illustrated with line drawings, many of which demonstrate both 
the abnormal electrocardiograph and the defect it records. A system of symbols 
used in the drawings makes them comprehensible at a glance, thus climinating the 
need for lengthy legends 

Because of its simplicity and directness, this book should be welcomed by both 
teacher and student of clectrocardiography, and could be read with profit by the 


general practitioner as well 


The Physiology of an Endeavor’ 


bélix Marti-lbatez, M.D 


AND DIRECTOR OF THE DEPARTMENT OF THE HISTORY OF 
NEW YORK MEDICAL COLLEGI PLOWER AND FIFTH AVENUE Hospital 
OF MID MEDICAL NEWSMAGAZINE 


NEW YORK, 


“There are only three pleasures in life pure and lasting, and all derived from 
inamimate things: books, pictures, and the face of Nature,’ said William Hazlice 
These three things are contained in a medical magazine: words, images, and that 
face of Nature revealed in health and disease. To turn these things into a source of 
pleasure besides enlightenment = this was the dream ‘that gave birth to MD 

In old Canton there were magicians called © bewitchers of the night’ who, with 
the help of lanterns, Bengal lights, cymbals, exotic perfumes, and balls of jade, 
which they circulated among the spectators, succeeded in casting them into a dream 
world that turned a placid evening into a might of delicate fantasy and revelry 
MD wanted “to bewitch the night’ of the readers. But, barring the fleeting sensa 
tions of the touch of paper, the smell of ink, and the rustling of the pages, 1¢ had 
only two tools words and images, which in scientific journals had always been 
technical and factual adequate indeed for informing and evoking medical concepts, 
buc certainly not for bewitching anyone 

By the power of the written word to make you hear, to make you feel before 
all, to make you see.” MD wanted to do what Joseph Conrad said. A luminous 
style, unafraid of metaphor and paradox, rich in humor and color, in salt and sun 
The language of science, like the distant stars, sheds light but not warmth. MD 
wanted to shed both the light and the heat of the flame. 

Images, the second tool, would have to be relevant, but there would also be others 
to create an atmosphere, a mental mood, relating medical subjects to people from 
exouc lands or to their historical roots, helping the physician to become an ocular 
athlete, to look at his world with the eyes of wonder of a child, keeping one foot 
in the ewilight world of fairy tales and another in the bright world of reality, in 
that harmonious balance that only great poets, scientists, and the wholesome, 
simple man of the street can attain. Thus the physician might have eternal youth, 
even when his head ts as gray as the walls of a hospital and his arteries almost as hard 

But ‘the mellow voice of words and a picture crisp and bold’ demanded by 
Leonardo da Vinci was not enough to build a bewitching vision of Medicine. A 
new approach to medical subjects was imperative. This, only /semg history could 
provide. For a man has no Nature, he has History. Man ts what he has done 
He is his past. He 1s his experiences, which he carries on his back as the vagabond 
carries his knapsack. What Nature ts to things, History ts to man. Let History 
then be hidden in the subjects, subtly impregnating them with its flavor, as the 


trufiles do in a pte. 
Words, images, and the fabric of History: these guide the pen and camera ot MD 


* This editorial was originally published in MD Medical Newsmagazine, February, 1958 
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With them it endeavors to bewitch the might of the physician, opening for him 
the treasure chest of life, conjuring around him a polychrome screen of Coromandel! 
Despite the success of the new auditive methods of medical communication, the 
medical journal remains the best method, for it alone offers the gift of communing 
with words in solitude and silence two things more precious today than ever. 

G. K. Chesterton paid a tribute to journals when he said: *’ The roar of the print- 
ing wheels weaving the destiny of another day Here is the school of labor, 
and of some rough humility, the largest work published anonymously since the 
great Christian cathedrals.” 

Only by listening to its beats the medical journals 
condition of the heart of Medicine 


is it posstble to know the 


The latest advances in Pediatrics 
The most complete data on the latest adyanees in pediatries, in 
cluding a critical survey of all important new contributions in 


this specialty. is presented in 


QUARTERLY REVIEW OF PEDIATRICS 
edited by teving J. Wollman, with the assistance of an 


Editorial Board comprising many of the leading pediatricians in 
the United States, Latin America, Europe. and other areas of 


the world. 

The REVIEW) provides a continuous seminar on all aspects of 
pediatrics, including metabolic and systemic disorders, infections, 
surgery, public health, nutrition, and psychology 


Published quarterly by: 
MD PUBLICATIONS, INGC., 30 East 60th Street, New York 22, N.Y. 


Subscription rates, including a cumulative cross reference index: 
year, STL.O0; 3 years, 828.00 


february TIS INTERNATIONAL RECORD OF MEDICINE 


INTERNATIONAL 


health 


and 
travel 


Compiete proceedings — of 
the First Symposium on 
Health and Travel, held in 
June of 1955. 


the young, the old, the sick; 


Travel for 


by car, air, train, boat, and 
space ship; in the conti- 
nental U.S., Europe, Latin 
America, Asia; in tropical 
and subtropical climes. All 
these problems are covered 
in their physiologic and 
psychologic aspects by top 
their field. 


The monograph 


specialists in 
includes 
detailed information on pro- 
phylaxis and treatment, as 
well as historical and enter- 
taining general data. This 
attractive hard-cover book 
is a classic reference book 
for your library, as well as 
an attractive and much ap- 
preciated gift for a fellow 
72 pp. 


physician. Price: 


$3.00. 


SYMPOSIA MONOGRAPH No 


contents 


THE PHYSICIAN AS TRAVELER 

by Félix Marti-Ibanez, M.D., 

Editor-in-Chief, INTERNATIONAL RECORD OF MEDICINE 
§ GENERAL PRACTICE CLINICS 


WHEN CHILDREN TRAVEL 
by 1. Newton Kugelmass, 
Consullant, Dept. of Health § eee. Vew York City. 


WHEN PEOPLE WHO ARE NOT YOUNG TRAVEL 
hy William T. Foley, M_D., 

Assistant Ay ssor of Clinical Medicine § Chief of the Vascular 
Clinics, New York Hospital, Vew York City. 


INFECTIONS AND TRAVEL 

by Elmer Loughlin, M.D., 

Associate Clinical Professor of Medicine, New York Medical Col- 
lege, Flower §& Fifth Avenue Hospital, New York City 


WHEN SICK PEOPLE TRAVEL 
hy Waller C. Alvarez, M.D., 
ieditor-in-Chief, MODERN MEDICINE 


TRAVEL AND MOTION SICKNESS 

by Herman 1. Chinn, Ph.D., 

Chief, De of Pharmacology-Biochemistry, 
\nialion, "handolph Field, Tezras. 


USAF School of 


STRESS AND TRAVEL 
by Gaélan Jasmin, M.D., 
Institule of Experimental Medicine, Montreal, Canada. 


SEA TRAVEL AND HEALTH 
by William L. Wheeler, Jr., M.D.. 
Vedical Director, W. R. Grace § Company, New York City. 


GEOGRAPHY, TRAVEL AND DISEASE 

by Jacques, M. May 

Head, Dept. of Medical Geography, American Geographical Society, 
Vew York City. 


MEDICAL PROBLEMS OF SPACE FLIGHT 

by Hubertus Strughold, M.D, 

Chief, Dept. of Space Medicine, USAF School of Aviation Medi- 
cine, Randolph Field, Texas, 


PHYSIOLOGIC DAY-NIGHT CYCLE AFTER LONG DISTANCE FLIGHTS 
hy Hubertus Strughold, M.D., Ph.D., 

Chief, Dept. of Space Medicine, USAF School of Aviation Medi- 
cine, Randolph Field, Teras. 


NUTRITION AND FLIGHT 

by Col. Miriam E. Perry, 

Chief, Women's Medical Specialist Corps, USAF, Office of Surgeon 
General, Washington, D. C. 


NEW PERSPECTIVES OF HEALTH AND TRAVEL. A SUMMATION OF 
THE SYMPOSIUM 

by Félix Marti-lbafiez, M.D 

Editor-in-Chief of the IN TERNATIONAL REC OF MEDI. 
CINE § GENERAL PRACTICE CLINICS 


WRITE TO: MD PUBLICATIONS, INC., 30 EAST 60TH STREET, NEW YORK 22, N. Y. 


A new, essential, and timely book 


Edited by Henry Welch, Ph.D., 
ANTIBIOTICS | sorties, M.D. 


Proceedings of the Fifth Annual 
ANNUAL | on Astitiotce 
Washington, D. C., 


1957-1958 | october 2,3, and 4, 1957 


156 REPORTS ON THE LATEST 
FINDINGS IN ANTIBIOTICS 
by 382 AUTHORS 
REPRESENTING 13 COUNTRIES 


Panel Discussions 


¢ Rheumatic Fever Prophylaxis—B. B. Breese, Moderator 
¢ Antibiotics and Host Resistance—B. A. Waisbren, Moderator 
¢ Antibiotics as Antitumor-Antiviral Agents—C. C. Stock, Moderator 


Some Selected Subjects Among the 156 Papers 

® Severe reactions to antibiotics © Use of penicillinase for allergic penicillin reactions 
* New “antibiolymphins” © Strengthening host's defenses during antibiotic treatment 
© New antibiotics: telomycin, pimaricin, sulfocidin * Streptomycin pantothenate 
© Treatment of acne with antibiotics © Report on Asiatic influenza epidemic in Philippines 
* Treatment of systemic mycoses with amphotericin © First Randall lecture 


A Unique and Indispensable Volume for Every Physician, Research Worker, and Teacher 


ONLY $12.00 for a copy of this attractive, hardbound volume of over 1000 pages 
in length, including charts, illustrations, and a comprehensive index. 


MEDICAL ENCYCLOPEDIA, INC, 
30 East 60th Street, New York 22, N. Y. 


Please send me one copy of ANTIBIOTICS ANNUAL 1957-1958 at only 


| 
] 
Check enclosed. C) Bill me. | 
(Please print plainly) 


